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By GEORGE MILLER MacKEE, M.D., Assistant Professor of Dermatology and Syphilology, College of Physicians 
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For Every Practitioner's Library 


The Principles and 
Practice of Medicine 


By SIR WILLIAM OSLER, M. D., F. RS. 


Regius Professor of Medicine at Oxford Univer- 
sity; Honorary Professor of Medicine, 
Johns Hopkins University, Balti- 
more; and 


THOMAS McCRAE, M. D. 
Fellow of the Royal College of Physicians, Lon- 
don; Professor of Medicine, Jefferson 
Medical College, Philadelphia. 

This ninth edition is a thorough 
revision completed by Sir William 
Osler a short time before his death. 
His collaborator, Dr. McCrae, 
brought the manuscript from Ox- 
ford and has closely supervised its 
publication. He has been associated 
with Dr. Osler as junior author 
since 1921. Many sections have 
been rewritten for this edition and 
some entirely new sections added. 
‘The special features of war medi- 
cine as discussed are equally use- 
ful in civil practice. Particularly 
notable are the additions of new 
material in the section on nervous 
diseases. 


Completely Revised Ninth Edition 
about 1,200 pages. With Charts. and II- 
lustrations. Cloth, price $7.50 net. 


D. APPLETON & COMPANY, 
35 West 32d Street, New York. 


‘Please send me, carriage prepaid 


CONVENIENT ORDER FORM 


The Principles and 
Practice of Surgery 


H. A. HAUBOLD, M. D. 


Clinical Professor of Surgery, New York Univer- 
sity and Bellevue Hospital College, 


New York. 


The work of Haubold is a mile- 
stone in American surgical en- 
deavor. It is divided into nineteen 
sections, the first eight of which are 
devoted to a detailed description of 
the underlying principles of sur- 
gery, and the remaining parts to 
the consideration of Regional Sur- 
gery. The descriptions are mono- 
graphic in character, in fact each 
chapter may be properly regarded 
as a monograph in miniature and 
these are so arranged that the 
principles of treatment are based 
on the pathology of the — 
under consideration. 


2420 pages, with 1044 illustrations. 
Fully Indexed. - In two volumes. 
Cloth Binding. Price, $16.00. 


OSLER’S PRACTICE OF MEDICINE—Price $7.50 
HAUBOLD’S PRACTICE OF SURGERY—Price $16.00 
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MUTE 


A Practical, Co-operative, Illustrated Interpretation and Translation of the 
WORLD’S RECENT MEDICAL and SURGICAL ADVANCEMENTS. 


Medical Interpreter 


NUMBER 3 


will contain the most recent a1 ticles of immense practical value to the busy 
Doctor and Surgeon. 


The Subject of 


ENDOCRINES is com- 
pletely covered in a most 
practical way, and at a 
glance you can review 
the latest treatments, at- 
titudes and ideals of this 
important subject. 


VITAMINES is also a 
leading feature of this 
third Number. 


Medical Interpreter Number 4 will contain a most efficient and worthy 
article on Gonorrhoeal Arthritis (Rheumatism), giving the treatment 
which has produced the most gratifying results. Reaction begins in 24 
hours, the pain subsides and cure is effected in from two to three or four 
days says the author and discoverer of this remedy. 


THE BUSY DOCTOR’S BEST TOOL AND WEAPON 


You owe it to yourself and patients to examine this work. The Editors, Translators, 
National and International Organizations for the promotion and advancement of the 
Medical Sciences are enthusiastically co-operating with us in improving each Number. 
Won’t you join us? 


The Interpreter Publishing Co., 
Southern Branch, Atlanta, Ga. 


I shall be glad to have you furnish me with circular matter and complete informa- 
tion in regard to the Medical Interpreter and the co-operative feature for Doctors. 
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LIPPINCOTT’S NEWEST BOOKS 


ANSPACH—A New Gynecology: 

There seems to be a distinct place for the text-book presenting the subject in a systematic form, giving all the necessary 
information, and omitting such details as are not immediately required for practical purposes. In this work the subject is 
so presented as to provide the student with the whole necessary information, and to act as a ready guide to the accurate 


diagnosis and the successful treatment of the gynecologic conditions. 


The work gives a description of the normal structures and of the normal functions, and a review of the causes that 
produce the abnormal; a summary of the manifestations of the abnormal and of the methods of treatment. 

In addition to affections of the generative organs proper, such diseases of the intestinal and urinary tract as are most 
frequently encountered in women have been considered: Static backache, sacro-iliac sprain, toxic arthritis. 

The work is most beautifully and elaborately illustrated and the original drawings are by leading artists. It is written 
by Brooke M. Anspach, M.D., Associate in Gynecology, University of Pennsylvania. Cleth, $9.00. 


SHEARS-WILLIAMS—A Difjerent Obstetrics: 


The strongly individualistic teachings of Dr. Shears have been allowed to remain unchanged in this third edition of his 


celebrated practical work. 
Changes will be found in, and new material added to, the subject matter of Metabolism of Pregnancy, Syphilis in 
Pregnancy, Toxemias of Pregnancy, Anesthesia in Labor, Blood-pressure in Pregnancy, and Cxsarean Section. New illus- 


trations have been added, including three colored plates. 

Three large editions have been required in three and a half years because of the entirely different original, successful 
and practical method of handling the subject, and because Shears gives you the things you generally are unable to find— 
little bedside hints—the reasons ‘why’? founded on long experience; the right and the wrong way to use your hands, your 
instruments, your every act is shown, described in pictures. It is written by George P. Shears, Professor of Obstetrics 
at. the New York Polyclinic Medical School and Hospital, and by Phillip F. Williams, Instructor in Obstetrics, Graduate 


School of Medicine, University of Pennsylvania. 419 illustrations—$8.00. 


WHITE-MARTIN—A Standard G. U: 

For the past twenty-three years this work has been used by teachers, students and practitioners wherever the English lan- 
guage is known. The current edition is brought completely up-to-date. Advantage has been taken of the opportunity to 
introduce new illustrations, to add a section on the prophylaxis of venereal disease, to so modify certain sections as to 


make them more complete or more specific, and to revise the index. 

The 12th edition is by Edward Martin, Commissioner of Health, Commonwealth of Pennsylvania; Benjamin A. Thomas, 
Professor of Urology in the Graduate School of the University of Pennsylvania; and Stirling W. Moorehead, Surgeon to the 
Howard Hospital, Philadelphia. 424 engravings, 21 colored plates. Cloth, $8.50. 


ROBERTS-KELLY—Fractures: 
The reader, whether engaged in private, in industrial or in military surgery, will find the text has been thoroughly revised; 
particular attention given to differential diagnosis and many valuable illustrations added; many opinions on Surgical Thera- 
peutics have been modified by the experiences and great clinical opportunities of the World War, and another agency forc- 
ing a revision of old methods in the treatment of broken bones is the advent in the United States of Workmen’s Com- 
pensation Laws, the forced payment, from industrial plants and firms, for hospital care and surgical treatment of injured 
employees, has deepened the sense of responsibility of trustees, surgeons, and general practitioners. 

By a great number of X-ray plates are indicated the types of injury met in the different bones and by the side of 
these are placed illustrations of original drawings showing the muscular attachments by which the usual deformity of the 


limb is caused. 

By John B. Roberts, A.M., M.D., F.A.C.S., Emeritus Professor of Surgery in University of Pennsylvania, Graduate 
School of Medicine, and James A. Kelly, A.M., M.D.. Attending Surgeon to St. Joseph’s, St. Mary’s, St. Timothy’s and 
_Misericordia Hospitals. Octavo. 764 pages. 1081 illus. Cloth, $9.00. 


EMERSON— Clinical Diagnosis: 
It covers the complete field of clinical 


This new edition of Emerson’s “Clinical Diagnosis’ is in every way a new book. 

microscopy, serology, chemistry and physical chemistry, so far as these subjects are of actual value in the diagnosis of a 
patient. There has been during the last few years so much progress in theysubjects treated in this volume that every 
chapter has been completely rewritten and several new sections added, especially those dealing with serology, bacteriology, 
the chemistry of the blood and the spinal fluid. The methods described are those the author and his associates have 
found valuable, and their use is illustrated by cases from the teaching wards of the medical schools with which he has 


been connected. 
The author has always had in mind the preparation of a book which should be not merely a manual for laboratory 
workers, but a text-book for medical students in internal medicine and a manual for clinicians. It is for this reason that 
The author has enlisted in the revision of this book the 


the clinical aspect of the subject is emphasized in each section. 
services of all his associates. It is the product of three clinics as well as of one man. ; 
By Charles Phillips Emerson, M.D., Professor of Medicine, Indiana University School of Medicine. Octavo. 725 


pages. 150 illustrations. Clo‘h, $7.50. 


KARSNER- Principles of Immunology: 


This book has been prepared in the hope that a concise statement of the facts and most important hypothesis concern- 
ing resistance to infection may serve to provide a clear understanding of a subject of the utmost importance in modern 


diagnosis and treatment. 

Designed for those practitioners whose duties have made it impossible to digest a large mass of publications on the 
subject, the scope of the book is restricted to fundamental principles. The plan throughout is to present on an experi- 
mental basis demonstrated facts and to supplement this with brief discussions on the practical bearing of the phenomena 


upon resistance to disease in man. 
By Howard T. Karsner, M.D., Professor of Pathology, Western Reserve University, and Eugene E. Ecker, Ph.D., 
Instructor in Immunology, Western Reserve University. Octavo, 309 pages, illustrated. Cloth, $5.00. 


J.B. LIPPINCOTT COMPANY 


LONDON: Since 1875 PHILADELPHIA: Since 1792 MONTREAL: Since 1897 
Unity Building 


16 John St., Adelphi W. C. 2 East Washington Square 
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NEW MEDICAL BOOKS 


Diathermy 


(Its Production and Uses in Medicine and 
Surgery) 


By Elkin P. Cumberbatch, M.A., B.M., Medicial 
Officer in Charge, Electrical Dept. St. Bartholo- 
mew’s Hospital, London, etc. 195 pages, 54x 
8%, with 44 illustrations. Price, cloth, $6.00. 
Diathermy is now being used with great suc- 
cess in medicine and surgery. This book pro- 
vides a guide to those who wish to learn the 
principles and practice of this method of treat- 
ment. There are chapters on the high fre- 
quency current, the diathermy machine, physio- 
logical effects, elevation of body temperature, 


medical diathermy, surgical diathermy and 
cases. 


Gout 
(Its Etiology, Pathology, Course, Treatment) 


By Llewellyn J. Llewellyn, M.B., London, Gov- 
ernor and Senior Physician Royal Mineral Wa- 
ter Hospital, Fellow Royal Society of Medicine, 
etc. 465 pages, 6x9. Illustrated. Price, silk 
cloth binding, $7.50. 


A complete treatise on the important subject 
of gout, w:th a special section on “Ocular Dis- 
eases in the Gputy” by W. M. Beaumont. The 
author looks upon uric acid as a concomitant 
or sequel of gouty inflammation and not its 
eause. The whole subject is handled in a 
masterly manner by an authority. Treatment 
is unusually complete and up-to-date. 


Indispensable Orthopaedics 


By F. Calot, Chief Surgeon to the Hopital Rothschild, Hopital Cuzin, Hopital 


du Departement de L’Oise, Institut Orthopedique de Berck, etc. 


France. 2nd 


English edition translated from the 7th French edition by A. H. Robinson, M.D., 
F.R.C.S. In 2 vols. of 1108 pages, 1155 illustrations and 8 color plates. Price, 


per set, cloth, $14.00. 


RarOrder These Books Today through your Bookseller, or direct from the Publishers. 
Mention this Journal. 


THE C. V. MOSBY CO.—Medical Publishers—St. Louis, U. S. A. 


ASK FOR OUR NEW CATALOGUE, 


CHINOSOL 


IS THE BEST 


ANTISEPTIC 


ITS WIDE THERAPEUTIC SCOPE AND GREAT SUPERIORITY ARE BECAUSE IT IS 


1 More powerful than bichloride 
2 Non-poisonous 

3 Does not coagulate albumin 

4 Does no injury to membranes 
5 Does no damage to tissues 


Does not break down granulation 
Causes no irritation 

Possesses marked analgetic power 
An instantaneous deodorant 

Allays inflammation 


ACCEPTED BY COUNCIL ON 
PHARM ANO CHEM AMA 


A SAMPLE TO ANY PHYSICIAN AND 
LITERATURE SHOWING WHAT 
CHINOSOL HAS ACCOMPLISHED 


SIXHALF GRAM TABLETS > 
CHINOSOL 
Intense Non-Poisonous, Non-Irritating 
Antiseptic and Deodorant 
DIRECTIONS ON BOTTOM OF Box 


CHINOSOL Co..PARMELE PHARM.CO.,N.Y, 


(ALL RIGHTS RESERVED) 


N.Y. REGISTRY NO. 125 


PRICE SO CENTS, 
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“IF REST, RUST” 


AND IT IS AS TRUE OF MEN AS OF IRON. 


Only those who keep up their reading can hope 
to keep abreast of modern medical practice 


The American Institute of Medicine trans- 
lates, indexes and abstracts a'l original ar- 
ticles as they appear monthly in each of the 
following medical Journals: 


WAS ONCE ENGRAVED ON AN OLD KEY, 


American Institute of Medicine, 


American . 162 Journals 
British 49 
Dutch. . 2 
French 56 
German . 72 
Italian 23 
Japanese 3 1 
Portuguese . 1 
Scandinavian . 8 
Spanish 24 
Polish 1 
Russian 1 
Total 402 


TEAR OFF HERE- - - — - - - - -- 


13 EAST 47th STREET, NEW YORK CITY 
Please send me full particulars, including Cost, etc., of your specialized abstract service. 


Name. 


Address 
I check my Specialty below: 
SURGERY 

(Including G, U. and Urology) 
GYNECOLOGY 
[] OBSTETRICS & PEDIATRICS 
{-] INTERNAL MEDICINE 


_ (Including Tuberculosis) 
[] NEUROLOGY & PSYCHIATRY 
(| DERMATOLOGY & SYPHILOLOGY 
§.M.J.-10-21 


(] OPHTHALMOLOGY & OTOLARYN- 


GOLOGY 


BACTERIOLOGY, PATHOLOGY, ETC. 
ROENTGENOLOGY & RADIOTHER- 


APY 
SEXOLOGY 

(J PUBLIC HEALTH AND MEDICAL 

SOCIOLOGY 
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This is the time when your advice in 
the selection of foods is most impor- 
tant -to be sure that those dependent 
upon your advice get the real food 


values that help to build up good 
health. 


The vital elements in foods are necessary 


to good health and the building up of recuperative 
powers. ‘These vital elements cause the food to be assimi- 
lated - it means health and growthin children - alsoin 
grown-ups. It means replacement of worn-out tissues, the 
building of lost bodily vigor. In fact, they are absolutely 
necessary to life itself. 


Food authorities agree that pure baking 


powder and good plain flour are much better for 
food value and health than the self rising flours. 


So for the best of health — for the most 


‘economical results—recommend the use of plain 
flour and good baking powder. 


YOU, AS A PHYSICIAN, 
know that the time to add anything to 


flour is just before baking, not months before and 
you also know that no prepared mixtures such as self rising 
flour can be as fresh - can be as certain in results - as the © 
good old fashioned straight flour and pure baking powder. 
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TO THE PHYSICIANS OF ALABAMA: ° 


The Alabama State Board of Health has arranged a plan whereby 
the following State Label Biological Products of the GILLILAND 
LABORATORIES will be sold to the Physicians at special prices 
through State Distributing Stations: 


DIPHTHERIA ANTITOXIN 
TETANUS ANTITOXIN 
SMALLPOX VACCINE 
TYPHOID VACCINE 
TYPHOID-PARATYPHOID VACCINE 
ANTIPNEUMOCOCCIC SERUM 
ANTIMENINGOCOCCIC SERUM 
ANTISTREPTOCOCCIC SERUM 

NORMAL HORSE SERUM 

DIPHTHERIA TOXIN-ANTITOXIN MIXTURE 
SCHICK TEST 

ACNE VACCINE 
GONOCOCCIC VACCINE 
INFLUENZA VACCINE 
PERTUSSIS VACCINE 
PNEUMOCOCCIC VACCINE 
STAPHYLOCOCCIC VACCINE 
STREPTOCOCCIC VACCINE 


Diphtheria Antitoxin will be distributed without charge for use 
in Indigent Cases upon the receipt of a certificate signed by a Physi- 
cian. 
Typhoid Vaccine can be obtained free of charge on application 
direct to the State Laboratory of Hygiene, Montgomery, Alabama. 
The Products are endorsed by your State Board of Health as well 
as the United States Public Health Service. 


THE GILLILAND LABORATORIES, Inc. 


Producers of Biological Products 
AMBLER, PENNA. Laboratories :— 


Ambler, Penna. 
Marietta, Penna. 


Executive Offices:— 
Ambler, Penna. 
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Has finally demon- 

strated the fallacy 

of the so-called uric 

acid solvent therapy 
(Lithia, etc.) and made 
unnecessary the employ- 
ment of Colchicum with 
its always to be feared dele- 
terious effects on heart and 
intestines. 


Information, Literature 
and Ample Trial Quantity 
from 


Accomplishes a defi- 

nite _ scientifically 

and clinically estab- 

lished, physiologic stim- 

ulation of the uric acid 

excretion. Performed in- 

nocuously and controllable 

to a nicety by dosage and 
by urine and blood tests. 


Schering & Glatz, Inc. 


150 Maiden Lane, NEW YORK 
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SLOT SQHVM SA 


(SILVER-ARSPHENAMINE-METZ) 


The sodium salt of silver-diamino-dihydroxy-arsenobenzene 


ELATIVE infrequency of reaction, rapid disappearance of conta- 
gious lesions, and general therapeutic effectiveness seem to indi- 


cate that Silver-Salvarsan is a drug of real value in the 
treatment of syphilis. 


Silver-Salvarson requires no alkalinization and its ease of 
administration commends it to many practitioners. 


LAB ‘More than two million injections of Silver-Salvarsan have 
Trade Mark been given in the United States and abroad. 


HFAMETZ LAB ORATORIES, 


One-Twenty -Two Hudson Street, New York 
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SQUIB 


Research & Biological Laboratories 


Nine & SONS, 


tHe PROF ES 


THYROXIN SQUIBB 


The chemically pure, physiologically active constituent of the thyroid gland, intro- 
duced by Kendall and made by E. R. SQUIBB & SONS under license of the 
University of Minnesota. Possesses all the activity of desiccated thyroid and offers 
the advantage of accuracy in dosage and therapeutic effect. Marketed in tablets 
of 1/320, 1/160, 1/80, and 1/32 grain each for administration by mouth. Crystal- 
line Thyroxin for intravenous use is supplied in vials of 10 milligrammes to 100 


milligrammes. 
NOW READY FOR DISTRIBUTION. 


SEASONABLE BIOLOGICALS 


ANTIPNEUMOCOCCIC SERUM SQUIBB LEUCOCYTE EXTRACT SQUIBB 
Type I (An adjunct to Serum and Vaccine Therapy) 
DIPHTHERIA ANTITOXIN SQUIBB SMALLPOX VACCINE SQUIBB 
(Small in Bulk—Low in Solids) (In Capillary Tubes) 
h THROMBOPLASTIN SQUIBB 
For almost three-quarters (Physiologic Hentostatic) 


of a century this seal has 
been justly accepted as a 
guaranty of trustworthiness. 


SQUIBB & SONS, NEW YORK 


MANUFACTURING CHEMISTS TO THE MEDICAL PROFESSION SINCE 1858 


(Local and Hypodermic) 
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CLINICAL EVIDENCE 
Is worth while and profits the patient. Creosote is of value 
in the treatment of pulmonary tuberculosis — but it is dis- 
agreeable to take and its use cannot be continued long 
because of untoward effects on the stomach. 
Calcreose, a mixture containing in loose chemical combina- 
tion approximately equal parts of creosote and lime, has all 
of the pharmacologic activity of creosote, but is free from Browne 
these untoward effects even when taken in large doses for TABLETS” 
long periods of time, as has been shown by the experience 
of many physicians who have used Calcreose for many 
years as an adjunct in the treatment of pulmonary tuber- 
culosis. 


Write for samples and literature 


The Maltbie Chemical Company 
Newark, N. J. 


TYPES OF INSOMNIA 


AS ENCOUNTERED IN 
Nervous Strain Neurasthenia 


. Neuroses Psychoses 
Narcotic Habituation 


_ MILDER TYPES: Adialin, 10 to 20 grains. 


MODERATE TYPES: Veronal and Veronal-Sodium, 5 to 10 grains. 
Sulfonal and Trional, 10 to 15 grains. 
SEVERE TYPES: Luminal and Luminal Sodium, 3 to 5 grains. 


HOW SUPPLIED: 


The above named hypnotics are supplied in powder and 
tablet form 


WINTHROP CHEMICAL COMPANY, Inc. 


189-191 Franklin Street, New York, N. Y. 
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FOUN TAS 


U.S.GOVERNMENT RESERVATION, 
HOT SPRINGS, ARK. 
Under Government Control and Supervision 


PERFECT 


Ventilation, Sanitation and 


Hygienic Equipment. 


Billiard Room--Gymnasium--Roy- 
eroft Den--Sun Parlor--Private 
Rest Rooms--Ball Library Service, 
Separate Elevators for Men and Women. 
Swedish--Mechanical--Electric Massage and Baths, 


Chiropody and Beauty Parlors. 


THE, HOUSE OF SERVICE 


Without Tips. 


Inspeet the Maurice before locating 


A postal brings Elbert Hubbard’s 
little journey“to the Maurice baths’ 


MAURICE BATHS 


ARE BEST 


W G. MAUR‘CE, Pres’t 


phis, 


Sunday, 


Regular trains— 


Leave Memphis 
Arrive Hot Springs 


Will appreciate your patronage, and either 
of the undersigned will take pleasure in 
furnishing detailed information as to rates 
and schedules, also in arranging your Pull- 
man reservations. 


MISSOURI 


PACIFIC 


- You Are the Doctor - 


The MIssouRI PACIFIC RAILROAD has 
been prescribed the Official Route 
from Memphis to Hot Springs for the 
President’s Special to the Southern 
Medical Association meeting. 
Crook’s Special train will leave Mem- 
November 13, 10:00 
a. m., arrive Hot Springs 4:00 p. m. 


H. D. Wilson, D. P. 


Dr. 


9:30 a.m. 10:40 p.m. 
3:45 p.m. 10:15 a.m: 


A., 


1001 Exchange Bldg, 


Memphis, Tenn. 
Garland Tobin, G.A.P. 


Dz, 


821-22 Healey Blidg., 


Atlanta, Georgia. 
T. D. Moss, G. A. P. 


D., 


1007 Woodward Bldg., 


Birmingham, Ala 


being arranged for by Dr. J. 


FRED GEISSLER, 


Special Train to Hot Springs, Ark. 


Account meeting of 


Lv Atlanta, S. A. L. Ry 

Ar Birmingham, S. A. L. Ry 1 
Lv Birmingham, Frisco R.R. 1 
Ar Memphis, Frisco R. R. 
Lv Memphis, Mo. Pac. R. R. 10: 
Ar Hot Springs 


”? 


Asst. General Passenger Agent. 


0 
1 
7 
0 


Via 
Seaboard Air Line Railway © 


5:00 P. M., Saturday, November 12th. 
P. M., Saturday, November 12th. 
P. M., Saturday, November 12th. 
A. M., Sunday, November 13th. 
A. M., Sunday, November 13th. 


S. A. L. Ry., Atlanta, Georgia. 


tion of Georgia to join them on this train, and are requested to make_ their 
further information and Pullman reservations address Dr. Allen H. Bunce, Secretary, 
Georgia, Healey Bldg., Atlanta, Ga., or the undersigned. 


Southern Medical Association 


3:45 P. M., Sunday, November 13th. 


Train will consist of All Steel Pullman Drawing Room, Compartment and Section Sleeping Cars, Dining and 
Observation Cars, and will be consolidated at Memphis with the ‘‘President’s Special” from Tennessee, which 1s 
L. Crook, President of the Southern Medical Association. 

SPECIAL REDUCED RATES of one and one-half fare for round trip have been authorized, tickets to be 
sold November 10th to 16th, final return limit November 21st. 
the office of the Southern Medical Association, Birmingham, to present to ticket agent when purchasing ticket. 


ll Physicians and their families from the Southeastern States are cordially invited by the Medical Associa- 
Pullman reservations early. For 


Medical Association of 


PAT B. HAMPTON, | 


Be sure to secure identification certificate from 


District Passenger Agent. 
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The ’Rondack Recliner 


A chair for the comfort of invalids and convalescents. Used ' 


and endorsed by United States Government, Battle Creek Sani- 
tarium, and institutions for the treatment of tuberculosis. 


Frame is made of selected hardwood and equipped with ball- 


bearing casters; 56 coil springs support tufted two-piece cushion 
of cotton felt or Java Kapok. Reclining back is easily adjusted 


to eleven positions. 


Our patent knee adjuster adds much to 


comfort by elevating the knees when desired. 


Price, complete. 


With cushion of Java Kapok 
Patented Knee ey extra 


fully 
$34.00 
37.00 
5.00 


with tufted cotton felt cushion, 
assembled and crated 


. O. B. Saranac Lake, N. Y. 
Special prices a dealers in quantities. 


For more complete description write for our illustrated 


catalog. 


33 BROADWAY 


STARKS & CO. 
SARANAC LAKE, N. Y. 


GEO. L. 


CHESTNUT LODGE 


Rockville, Maryland _ 


Near Washington, D. C. Baltimore & Ohio Railroad 
and Electric Line from Washington 

“This sanitarium under experienced management 
offers superior advantages for the treatment of 
patients suffering from Nervous and mild Mental Dis- 
eases, and for elderly persons needing skilled care and 
nursing; combining the equipment of a modern Psyco- 
pathic Hospital with the appointments of a refined 
home. The Hydrotherapy Departments is complete in 
every detail including the Nauheim Baths for Arterio- 
sclerosis, Heart and Kidney Diseases. 


DR. E. L. BULLARD, Physician-in-Charge 


West Main Maternity Sanitarium 


A Private Sanitarium and Lying in Hospital 
for the care and protection of young 
women during pregnancy, confine- 
ment and gynecological 
treatment. 


A nursery for the proper care of babies. 
Patients accepted any time during gestation. 


Adoption of baby when arranged for. 
Open to all ethical physicians. 


For further particulars, address, 
SUPERINTENDENT, 
1547 West Main St. Phone Maple 455. 
OKLAHOMA CITY, OKLA. 


M. H. NEWMAN, B. Sc., M. D., 
Medical Director, 


314 Coicord Bidg. Phone Walnut 1088 


THE TORBETT SANATORIUM AND 
| DIAGNOSTIC CLINICS 


With Majestic Hotel and Bath House 
MARLIN, TEXAS 


One Hundred Twenty-five Beds. 
Four Hundred Bath Capacity Daily. 

A modern institution equipped with all the latest 
laboratory, X-ray and physio-therapy methods used in 
the diagnosis and treatment of chronic diseases. 
graduate doctor in charge of each department—thus 
utilizing teamwork. Marlin hot water is similar to the 
famous Carlsbad. 

STAFF 


J. W. Torbett—Superintendent, 
Treatment. 
. O. Torbett—Diagnosis and Treatment. 

. W. K. Logsdon—Urology, Rectal and Skin Diseases. 
Mary L. Webb—General Chronic D and 
Gynecology and Corrective Gymnastics. 

F. A. York—Chest Diseases. 

- Edgar P. Hutchings—Eye, Ear, Nose and Throat. 

B. White—Roentgenology and Gastroenterology. 

Rogers—Pathologist. 

ber tson—Denti 
H. Robertson—Dentist. 


For further information write for folder to 
TORBETT SANATORIUM, Marlin, Texas. 


Diagnosis and 
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We Invite You 


to make 


The Majestic Hotel and Bath House 


your headquarters 
at 


Hot Springs, Arkansas 


MODERN HOTEL. 200 ROOMS WITH HOT AND COLD RUNNING WATER AND TELEPHONE. 50 
ROOMS WITH PRIVATE BATH. A COMPLETELY EQUIPPED BATH HOUSE IN THE SAME BUILD- 
ING OPERATED UNDER THE SUPERVISION OF THE U. 8. GOVERNMENT AND WITH WATER 
DIRECT FROM THE HOT SPRINGS RESERVATION. ; 
a 
Our hotel is operated on the American plan at reasonable rates. It would be a 
pleasure to quote you rates or mail you descriptive literature. Address 
HARRY A. JONES, Manager. 
Hot Springs, Ark. 


WM. RAY GRIFFIN, M.D. ADVISORY BOARD: 

M. A. GRIFFIN, M.D. A PPA LA ( H IA N H A LL C. V. Reynolds, M.D. 

Physicians in Charge. M. H, Fletcher, M.D. 
Cc. I.. Minor, M.D. 


MAY LOWE, R.N. ASHEVILLE, N. C. W. L. Dunn, M.D. 


Supt. of Nurses. 


For the Treatment of Nervous Diseases 


Located in a beautiful park of twenty-five acres, in one of the famous all- 
the-year-round health resorts of the world, where climate, air, water and scenery 
are unsurpassed. Five separate buildings, thoroughly modern, afford ample 
facilities for the classification and separation of patients. 


Treatment is limited to Nervous and Mental Diseases, Selected Cases of 
Alcoholic and Drug Habituation. 


Hydro-therapy, Electro-therapy, Occupational-therapy and Massage exten- 
sively used. The two physicians in charge reside in the Institution and devote 
their entire time to the care and treatment of the patients. 

For information and booklet write Drs. Griffin and Griffin. 
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STUART CIRCLE HOSPITAL 


RICHMOND, VA. 


ESTABLISHED IN 1913 AS A 
DEPARTMENTAL CO-OPERATIVE 


GROUP HOSPITAL 


SURGERY: MEDICINE: 


Stuart N. Michaux, M.D. Alex. G. Brown, Jr., M.D. 
Charles R. Robins, M.D. Manfred Call, M.D. 


OBSTETRICS: OPHTHALMOLOGY, OTO-LARYNGOLOGY: 


Greer Baughman, M.D. Clifton M. Miller, M.D. 
Ben H. Gray, M.D. R. H. Wright, M.D. 


NEW-FIFT Y-BED-ADDITION 


COMPLETE PATHOLOICAL AND ROENTGENOLOGICAL 
LABORATORIES 


TRAINING SCHOOL FOR NURSES 
ONLY HIGH SCHOOL GRADUATES ADMITTED 


ROSE ZIMMERN VAN VORT, R. N., 


Superintendent. 
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DAVIS-FISCHER SANATORIUM 


25-27 East Linden Avenue 


ATLANTA, GEORGIA 
. A modern five - story 
fire-proof building, to- 
DAMS” FISCHER «SANATORIUM gether with a new mod- 


-ATLANTA GEORGLA- 


ern seven-story fire-proof 
annex, for surgical and 
gynecological work. A 
limited number of medi- 
cal and obstetrical cases 
received. No mental, con- 
tagious or alcoholics ad- 
mitted. Equipped with 
all modern methods for 
diagnosis. X-Ray, path- 
ological, bacteriological, 
serological and stomach 
contents. 


Training school for 
nurses. 


The Kernan Hospital for Crippled Children 


BALTIMORE, MARYLAND 


One of the largest and best equipped Orthopaedic Hospitals in the country. The grounds cover 
sixty-five acres, containing private herd of cows, poultry, vegetable garden, parked lands and play 


grounds. 


STAFF 
Attending Physicians 

Benjamin Tappan, M.D. 

wi A, Duvall Atkinson, M.D. 

* Irving J. Speer, M.D. 

Jno. R. Abercrombie, M.D. 
Consulting Surgeons 

W. S. Halsted, M.D. 

John M. T. Finney, M.D. 
Randolph Winslow, M.D. 
Consulting Physicians 
Lewellys F. Barker, M.D. 
Thomas R. Brown, M.D. 

W. S. Thayer, M.D. 
Pathologist to the Staff 
Howard J. Maldeis, M.D. 


STAFF 


Attending Surgeons 
R. Tunstall Taylor, M.D. 
Sydney M. Cone, M.D. 
Compton Riely, M.D. 
William Tarun, M.D. 
William H. Daniels, M.D. 
Frank Martin, M.D. 
John Staige Davis, M.D. 
Chas. Reid Edwards, M.D. 
Gideon Timberlake, M.D. 
John P. Bell, D.D.S. 


Roentgenologists 


J. Fletcher Lutz, M.D. 
Henry J. Walton, M.D. 


The Surgical Building 
For particulars and terms of admission, address 


Baltimore, Maryland 


1102 North Charles Street 


1 15 
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FULLY EQUIPPED FOR MODERN SCIENTIFIC DIAGNOSIS AND TREATMENT 


OKLAHOMA CITY CLINIC AND WESLEY HOSPITAL 


Twelfth and Harvey Streets, OKLAHOMA CITY, OKLA, 


With the diagnostic equipment at our disposal we are prepared to assist in working out obscure 


CLINICAL PATHOLOGICAL AND CHEMICAL 
LABORATORY 


A laboratory completely equipped in all depart- 
ments so that all classes of clinical bacteriolog- 
ical, pathological and chemical work can be done 
in the one laboratory. 

Our laboratory personnel are thoroughly trained. 
have had many years’ experience in laboratory 
work and spend all their time in this special line. 


Partial Fee Table 


Wassermann Test 
Autogenous Vaccines 
Tissue Diagnosis 
Blood smears 
Sputum 
Pus smears 
Pasteur treatment, 21 doses 
Blood chemical tests, single 
Blood chemical tests, complete 


Fees for other work in proportion. 
All classes of chemical analytical work. 
Daily Wassermann “runs’’ except Sundays. 


FE e: Bleeding tubes, sterile containers, cul- 
ree: ture media, instructions for collecting 
and mailing specimens. 


X-RAY DIAGNOSTIC DEPARTMENT 


An up-to-date, fully equipped Radiological 
Laboratory. 


Radiologist, especially trained for gastro- 
intestinal and renal diagnosis. 


We use the serial plate method in gastro- 
intestinal work and take from 12 to 30 radio- 
graphs on each case. 

Renal work is supplemented with ureteral lead 
catheters and pylographic injection of the kidney 
pelvis when necessary. 


Fluroscopic examination and stereograms of 
chest and all bone work. 


RADIUM AND X-RAY THERAPY 


Amply equipped for the treatment of all con- 
ditions where Radium and X-Ray Therapy are 
indicated, either as a primary treatment or an 


adjunct to surgery. 


Members of the Clinic 


.-A. L. Blesh—Surgery. 
. W. W. Rucks—Internist. 
. M. E. Stout—Surgery. 
. J. Mraz—wUrologist. 
. W. H. Bailey--Pathologist. 
. D. D. Paulus—Radiologist. 
. J. ©. Macdonald—Eye, Ear, 
Nose and Throat. 

Dr. J. Southgate—-Anaesthetist. 


Address all communications to WESLEY HOSPITAL, 12th and Harvey Streets, or member of 
the Clinic at 308 Patterson Building, Oklahoma City, Okla. 


October 1921 
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ANNOUNCING THE ’ RICHMOND, 
REORGANIZATION OF ST. ELIZABETH Ss HOSPITAL VIRGINIA 
UNDER THE GROUP SYSTEM 

Announcement is made of the inauguration at St. Elizabeth’s of a policy of expansion to meet the steadily in- 
creasing utilization of the services of this hospital. 

The staff has been increased, and the equipment has been greatly augmented. St. Elizabeth’s is now open as a 
private medical and surgical hospital, with the most modern prerequisites for surgical work, and for medical and 
neurological examination, diagnosis and treatment. A department of urology fills a long felt need. The X-ray labo- 
ratory is fully equipped. The clinical laboratory is prepared to do routine work, bacteriology, pneumococcus group- 
ing, asthma and hay fever tests, blood chemistry, etc. Folin’s ‘‘blood system” is routine. 

The addition to the staff of a trained dietitian from Columbia University and the Peter Bent Brigham Hospital, 
Boston, will allow the preparation of special diets to suit the individual requirements of each case. Dietaries in dia- 
betes and nephritis are arranged by a dietitian of wide experience. 2 \ 


J. Shelton Horsley, M. D., Austin I. Dodson, M. D., Margaret Tholens, B. A., 
Surgery and Gynecology. Surgery and Urology. Clinical Pathology. 
Warren T. Vaughan, M. 2.. Fred M. Hodges, M. D., Nellie H. Van Dyke, B. S., 
Internal Medicine. Consulting Roentgenologist. Dietetics. 
For information, address: MYRA E. STONE, R. N., Superintendent. 


JULIAN P. TODD, Business Manager. 


Dr. J. F. Yarbrough’s 
Private Sanatorium 


COLUMBIA, ALA. 


Gastrointestinal Diseases, Pellagra, 
Chronic Rheumatism, “Bright's Disease,’’ 
Diabetes (Allen Method). 

Adequate Night Nursing Service Maintained. 


CONSULTING STAFF. 


Dr. Alfred Smith Frazier, F.A.C.S., Dothan, Ala. 

Dr. Ross H. Mooty, B.S., M. D., Columbia, Ala, 

Reference: The profession of Houston County. 
Dr. S. W. Welch, Montgomery, Ala. 


THE HOSPITAL—30 ROOMS 


CURRAN POPE GEE a A. THRUSTON POPE 


A MODERN up-to-date, private Infirmary equipped with steam heat, electric lights, electric 

_ fans, modern plumbing and superior furnishings. Solicits all cases of functional and 
organic nervous diseases, disease of the stomach and intestines, rheumatism, gout and uric acid 
oo drug habits and alcoholism. Bed-ridden cases not received without previous arrange- 
ment. 


Hydrotherapy, Mechanical Massage, Static, Gaivanic, Faradic, Sinusoidal, High Fre- 
quency, Leucodescent and Arc Light, and X-ray treatments given by competent physl- 
cians and nurses, under the immediate supervision of the Medical Superintendent. Special 
laboratory facilities for diagnosis by urine, blood, blood serum, sputum, gastric juice, 
duodenal tube and X-ray. Recreation hail with pool and billiards for free use of patients. 


Rates include treatment, board, medical attention and general nursing. The Sanatorium is 


supplied from Pope Farm with vegetables, fruit, poultry, and eggs, also milk, cream, butter and 
buttermilk from its herd af registered Jerseys. 


THE POPE SANATORIUM 
Long Distance Phones ( Incorporated LOUISVILLE, KENTUCKY 
CUMB. M. 2122 HOME 2122 Established 1890 115 West Chestnut St. 
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78 FORREST AVENUE 


DR. TOEPEL’S 
ORTHOPEDIC GYMNASIUM 


Equipped for the Treatment of Underdeveloped and Paralyzed Muscles and 
for the Conservative Correction of the Deformed. 


For further information address 


THEODORE TOEPEL, MM. D., DIRECTOR 


ATLANTA, GaAe 


The Ella Oliver Refuge 


A refined Christian home for the care and pro- 
tection of unfortunate girls during pregnancy 
and confinement. 

Under the auspices of the Womens and Young 
Women’s Christian Association of this city. 

Adoption of babies arranged for when desired, 

Patients may have house physician or any 
other ethical physician. 

Charges very reasonable. 

Strictest privacy is maintained. 

For folder and further information, address 

ELLA OLIVER REFUGE, 
903 Walker Ave., 


Phone—Walinut 639. Memphis, Tenn. 


The Thompson Sanatorium 


For the treatment and education of tubercu- 
lous patients. Seventy-five miles northwest of 
and twelve hundred feet higher than San 
Antonio. Mild winters, cool breezy summers. 
Hospital Building and Hollow Tile Cottages 
with modern conveniences. Beautiful mountain 
scenery. Prices moderate. Trained nurses. 


SAM E. THOMPSON, M.D. 
Superintendent'and Medical Director 


H. Y. SWAYZE, MD. 
Associate Medical Director 


KERRVILLE, TEXAS 


DOUGLAS SANITARIUM 


Nashville, Tennessee. 

FOR THE TREATMENT OF NERVOUS 
AND MENTAL DISEASES. 
GENERAL INVALIDISM AND DRUG 
ADDICTIONS. . 


The Sanitarium is pleasantly located one block 

from car line. Special attention given to Hydro- 

therapy and massage. Trained nurses. An 

ethical institution operating under state license. 
Addres; 


DR. A. E. DOUGLAS, 
504 Second Ave., S. Nashville, Tenn. 


The South Memphis 
Hospital 


for the treatment of cancer and other new 
growths by diet, medicine, electricity, x-ray, 
radium and other recognized methods. 


For rates, terms, etc., address 
F. REESE KENTON, M. D., 
508-9 Bank of Commerce Bldg., 
Memphis, Tenn. 


Memphis General Hospital 
School of Nursing 


Connected with the 


University of Tennessee College 


of Medicine 


offers affiliation to approved Schools of Nursing. 
Excellent opportunities for practical experience 
in. all branches of Nursing, Surgical, Medical. 
Obstetrical, Contagious Disease (except smail- 
pox) and Pediatrics, also an out-patient depart- 
ment. 


Arrangements will be made with Superintend- 
ents of Schools of Nursing to give students 
branches of service desired. Full maintenance 
with an allowance of fifteen (15.00) dollars each 
month is provided. -On completion of service a 
certificate and pin of affiliation are given the 
student. 


For information on affiliation, address Super- 
intendent of School of Nursing, Memphis Gen- 
eral Hospital, Memphis, Tenn. 
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BLACKMAN SANITARIUM 


DISORDERS OF NUTRITION AND ELIMINATION 
HEART-ARTERY-KIDNEY AFFECTIONS 

“172 CAPITOL AVENUE 

ATLANTA, GEORGIA 


Hydro-E Electro- Dietetic, 
Medical 


Two of its features: 


of Diabetes. (Allen Meth- 


Rest and Fattening Cure. 
(5 lbs. per week) 


Rates, $35 to $50 per week. 
Good Cuisine. 


Hemelike resort atmosphere. . 
Laboratory facilities. 


Medern Equipment. 


For information and reprints address 


W. W. BLACKMAN, M. D. 


THE WATAUGA SANITARIUM 


RIDGETOP, TENNESSEE. 


For Tuberculosis in any 
Form. 


STAFF: 


Dr. Wm. Litterer 
Dr. W. A. Bryan 
Dr. O. N. Bryan 
Dr. G. C. Savage 
Dr. J. M. King 

Dr. W. W. Winters 
Dr. H. S. Shoulders 


19 miles North of Nashville, 
Henderson Division 
of L. & N. Ry 


Location ideal, elevation 1,000 feet, buildings modern; hot and cold water, gas lights, perfect sewerage 
and excellent water supply. Tuberculins and vaccines administered in suitable cases. X-Ray Diagnosis, 
Heliotherapy. Rates very reasonable. 

Inquiries appreciated. Illustrated oooklet on application. 


DR. W. S. RUDE, Medical! Director. RIDGETOP, TENN. 
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Altitude 1850 Feet Mild Winters Breezy Summers Abundant Sunshine 


THE CORNICK SANATORIUM—For Pulmonary Tuberculosis 


BOYD CORNICK, M.D., Medical Director. C. R. TREAT, Associate and Supt. SAN ANGELO, TEXAS 

An institution for the care and treatment of early stage cases of pulmonary tuberculosis, Patients 
without reasonable prospects of an arrest of the disease are not received. Applicants from a distance 
admitted only after preliminary correspondence with their family physician. FOR RATES AND OTHER 
INFORMATION, ADDRESS THE MHNDICAL DIRECTOR. 


THE SARAH LEIGH HOSPITAL 


NORFOLK, VA. 


The Staff combined under Group System in 1919, and the equipment greatly improved with the most up-to-date 
facilities for thorough Diagnosis, and Surgical, Radium and Medical Treatment. Capacity, eighty-five beds. 


STAFF 

Southgate Leigh, M.D., F.A.C.S. S. B. Whitlock, M.D. 

Surgery and Gynecology. Roentgenologist. 
James H. Culpepper, M.D. G. Bentley Byrd, M.D. 

Surgery and ag eet Surgery. Obstetrics. 
Stanley H. Graves, M.D., F.A.C.S Daphne Conover, B.A. 

Genito- Urinary and Rectal Diseases. and Laboratory Technician: 
Frederick C. Rinker, B.A., M.D. L. L. Odom, R.N. 

Internal — and Diagnosis. Superintendent. 
Harry Harrison, M.D. 8. S. Preston, R.N. 

Internal Medicine and N-O Anaesthesia. Assistant Superintendent. 


TRAINING SCHOOL FOR NURSES 


Greensboro, 


Glenwood Park Sanitarium, 


SUCCEEDING TELFAIR SANITARIUM 


The Glenwood Park Sanitarium is ideally located in a quiet suburb of Greensboro, having all the 
advantages of the city, yet sufficiently isolated to enable our patients to enjoy restful quietude and 
entire freedom from the noise and distraction incident to city life. 

CLASS OF PATIENTS--Those who need hel Ip to overcome the bondage of habit. Rest from over- 
work, study or care. Diversions for the depressed and disquiet mind—and such as are suffering from 
any disease of the nervous system. The treatment consists of the gradual breaking up of injurious 
habits, and the restoration to normal conditions, by the use of regular and wholesome diet, pure air, 
eee ae and exercise, with such other remedies as are calculated to assist nature in the work of 
restoration. 

Special attention is given to the use of electricity. Twenty years’ experience has proven it invaluable 
in cases of nervous prostration, incipient paralysis, insomnia, the opium and whiskey habits, and those 


nervous affections due to uterine or ovarian disorders. 
For further particulars and terms, address W. C. ASHWORTH, M.D., Superintendent. 
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BIRMINGHAM INFIRMARY 


SURGICAL MEDICAL GYNECOLOGICAL OBSTETRICAL 


A thoroughly equipped and modern general hospital. Accommodates three hundred patients. All 
conveniences. Completely equipped. ‘Modern pathological, bacteriological and x-ray laboratories. 
Sufficient Radium for treatment of all conditions in which Radium is indicated. All laboratories in 
charge of competent, experienced men. 

EDUCATIONAL DEPARTMENTS—tTraining school for nurses in charge of graduate registered 
nurses. Pupil nurses received on favorable terms. Special six months course in dietetics and labor- 
atory work given. Graduate nurses received for post graduate instruction. 

For information and catalog apply to Mrs. B. E. Golightly, R.N., Superintendent. 


Long Distance Phone, West End Pr. Exchange 980 
BIRMINGHAM, ALA. DR. W. C. GEWIN, Surgeon in Charge 


Radium-Therapy Department 


of 
The Birmingham Infirmary 
Established 1916 


| Pathological Department 
Birmingham Infirmary 
| BIRMINGHAM, ALA. 


| Fully equipped for every test 


Radium in any form for the ther- ae 
apeutic administration of clinical value. Only standard 


where indicated. methods used. Fee list, media, 


Address communications to 
Birmingham Infirmary 
BIRMINGHAM, ALA. 


Dr. W. C. Gewin, President 
Dr. H. F. Wilkins, Radiologist 


sterile containers and instruc- 
tions for shipping specimens 
upon request. 


JOHN V. MIX, Director 
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HILLCREST MANOR 


ASHEVILLE, N. C. 
LOUIS E. BISCH, M.D., Ph.D. 
(Resident Medical Director) 


Sanitarium 
Devoted to the Scientific Treatment of Organic and Functional Nervous 


Diseases. 

A thorough, detailed, individual examination and study made of each patient. All 
the latest methods of psychotherapy employed—including psychoanalysis. Trained, 
graduate nursing—large, airy, cheerful rooms—the seclusiveness of seventeen acres of 
wooded hills with lawns, orchards, and vineyard—wholesome food, cooked under super- 
vision of a dietititian—a congenial, restful atmosphere in an up-to-date building—air, 


water, climate and scenery unsurpassed. 


Patients are Examined for Admission to Hillcrest Manor 
At the City Offices 
Suite 206-208 Haywood Building 
Asheville, N. C. 


(Positively no Insane or Tubercular Persons are Admitted) 


Ghe Willows 


An ethical seclusion maternity home and hospital 
Patients accepted 


for unfortunate young women. 
H any time during gesration. Adoption of babies when 
Prices reasonable. Write for 90- |} 


arranged for. 
;}age illustrated booklet. 


2929-31 KANSAS CITY 
wan sr, Ghe Willows 
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LYNNHURST SANITARIUM 


A High-Class Institution for Nervous Diseases, Mild Mental Disorders and Drug Addiction. 


Situated in the suburbs of Memphis on 28 acres of beautiful woodland and ornamental shrubbery. Modern 
and approved methods in construction and equipment. Thorough ventilation, sanitary plumbing, low 
pressure steam heat, electric light, fire protection, and an abundance of pure water. Special facilities 
for giving Hydrotherapy, Electrotherapy, Massage, Physical Culture and Rest Treatment. Experienced 
nurses and house physician. An improved treatment for Opium-Morphine addiction. 


S. T. RUCKER, M.D., Director Medical Dept. 


KENILWORTH SANITARIUM 


KENILWORTH, ILLINOIS 
(Established 1905) 

(Cc. & N. W. Railway, Six Miles North of Chicago.) 
Built and equipped for the treatment of nervous and mental 

diseases. Approved diagnostic and therapeutics methods. 
An adequate night nursing service maintained. Sound proof 
rooms with forced ventilation. Elegant appointments. Bath 
rooms en suite, steam heating, electric lighting, electric eleva- 


tor. 
Resident Medical Staff: 
Minta P. Kemp, M.D. Sherman Brown, M.D. 
Sanger Brown, M.D. 
Consultation by appointment 
All correspondence should be addressed to 


Kenilworth Sanitarium Kenilworth, Ill. 


For the Care and Treatment of 


NERVOUS DISEASES 
Building Absolutely Fireproof 
BYRON M. CAPLES, M. D., Supt. 


Wisconsin 
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ARLINGTON HEIGHTS SANITARIUM 


P.O. BOX 978, FORT WORTH, TEXAS 


For Nervous Diseases and 
Selected Cases of Mental Dis- 
eases. 

(Incorporated under laws of 
Texas) 


24 


WILMER L. ALLISON, M.D. 
Resident Physician 
BRUCE ALLISON, M.D. 
Resident Physician 
R. H. NEEDHAM, M.D. 
Resident Physician 
JAS. D. BOZEMAN, M.D. 
Resident Physician 


OCONOMOWOC 


OCONOMOWOC HEALTH RESORT WISCONSIN 
acre = 23 For Nervous and Mild Mental Diseases and Addiction Cases 


Five minutes walk from Interurban between Oconomowoc and 
Milwaukee on main line C. M. & St. P. Ry. 30 miles 
west of Milwaukee 

Built and equipped to supply the demand of the neurasthenic, 
border-line and undisturbed mental case, for a high-class home 
free from contact with the palpably insane, and devoid of the insti- 
tutional atmosphere. 

Fifty acres of natural park in the heart of the famous Wis- 
consin Lake Resort region. Rural environment, yet readily acces- 
sible. A beautiful country in which to convalesce. 

The new building has been designed to encompass every require- 
ment of modern sanitarium construction, the comfort and welfare 
of the patient having been provided for in every respect. The bath 
department is unusually complete and up-to-date. Work-therapy 
and re-educational methods applied. 
| Number of patients limited, assuring the personal attention of 

the resident physician in charge. 
Arthur W. Rogers, B.L., M.D., Resident Physician in Charge 


New Building Absolutely Fireproof 


DR. MOODY’S SANITARIUM 


SAN ANTONIO, TEXAS 


Fer Nervous and Mental Diseases, Drug and Alcohol Addict ions and Nervous Invalids Needing Rest and Recuperation 


Established 1903. Strictly ethical. Location delightful summer and winter. Approved 
diagnostic and therapeutic methods. Modern clinica! laboratory. 7 buildings, each 
with separate lawns, each featuring a small separate sanitarium, affording wholesome 
restfulness and recreation, in doors and out doors, tactful nursing and homelike com- 
forts. Bath rooms en suite, 100 rooms, large galleries, modern equipments, 15 acres, 
350 shade trees, cement walks, playgrounds. .Surrounded by beautiful park, Government 
Post grounds and Country Ciub. 

T. L. Moody, M.D., Supt. and Res. P's 

J. A. McIntosh, M.D., Res. Physician. Cc. W. 


=. M.D., Res. Physician. 
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The Buie Clinic and Marlin 


Sanitarium -Bath House 


connecting with 


The Arlington Hotel 


MARLIN, TEXAS 


A thoroughly modern institution for chronic diseases. Capacity of Clinic and Bath recently doubled, install- 
ing every modern convenience and improvement. Using Marlin’s famous hot mineral waters and all approved 
methods of diagnosis and treatments. Marlin waters are similar in analysis to those of the leading spas of 
Europe, coming from a depth of 3400 feet, temperature 147 F. A daily bath capacity of 800. The following 
departments are maintained: Internal Medicine, Diagnosis, Urology, Syphilology, Pathology, Roentgenology, 
Dietetics, Electro-therapy, Eye, Ear, Nose and Throat and Hydrotherapy. 


N. D. Buie, M.D., Supt. and Diagnosis, 

F. H. Shaw, M.D., Asst. Supt. and Gyne- 
cology, 

Aug. J. Streit, M.D., Eye, Ear, Nose and 
Throat, 

L. M. Smith, M.D., Urology and Syphilology, 

S. S. Munger, M.D., Roentgenology, 

O. T. Bundy, M.D., Interual Medicine, 

H. S. Garrett, M.D., Internal Medicine, 

Iva Lee Bouslough, M.D., Pathology, 

T. W. Foster, D.D.S. 


| The Baker 


Sanatorium 


Colonial Lake 
Charleston, S. C. 


A new and thor- 
oughly equipped 
hospital for the care 
of Surgical patients. 


ARCHIBALU BAKER, M D., F.A.C.S. 
Surgeon in Charge 
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Dr. Brawner’s Sanitarium 
ATLANTA, GEORGIA 


For Nervous and Mental Diseases, Genera! 
Invalidism and Drug Addictions 


The sanitarium is located on the Marietta 
trolley line, 10 miles from center of city, near 
a beautiful suburb, Smyrna. Grounds consist 
of 80 acres. Buildings are steam heated, elec- 
trically lighted, and many rooms have private 
Patients have many recreations such as 


baths. 

tennis, croquet, baseball and automobiling. 
Reference: The Medical Profession of Atlanta. 
Address 


Dr. JAS. N. BRAWNER, 
701-2 Grant Bldg. Atlanta, Ga. 


PETTEY & WALLACE 
958 S. Fifth Street SANITARIUM 


MEMPHIS. TENN. 


FOR THE TREATMENT OF 


Drug Addictions, Alcoholism, 
Mental and Nervous Diseases 


A quiet, home-like, private, high-class institution. 
Licensed. Stri 
Best A 
Resident physicians and trained nurses. 
Drug patients treated by Dr. Pettey’s original 
method. 
Detached building for mental patients. 


City View 
Sanitarium 


(Established 1907) 
JOHN W. STEVENS, M.D. 
Physician-in-Charge 
Telephone Main 2928 
Rural Route No. 1 Nashville, Tennessee 


For the Treatment of MENTAL and 
DISEASES and ADDIC- 


New Fifty-Room Department completed January, 
1915. Now have two new buildings, one for each 
ex. A thoroughly modern and fully — 
private hospital, operating under state license. 
Large, commodious buildings offering accommo- 
dations to meet the desires of the most exacting. 
Situated out of town in a quiet, secluded place. 
Large, shady grounds. Specially ‘trained nurses. 
Two resident physicians. Capacity 65. References: 
Medical Profession of Nashville. 
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DR. SEALE HARRIS’ DIETETIC INFIRMARY 


FOR THE DIAGNOSIS AND THE DIETETIC, MEDICAL AND EDUCATIONAL TREAT- 
MENT OF DISEASES OF THE STOMACH AND INTESTINES AND OF NUTRITION, 


THE DIETETIC INFIRMARY HAS NO OPERATING ROOM BUT CONVALESCENT 
SURGICAL PATIENTS ARE ESPECIALLY DESIRED, AS ARE THE FUNCTIONAL NERVOUS 
(REST CURE) PATIENTS FOR WHOM DIET AND HEALTH INSTRUCTION ARE THE MOST 
IMPORTANT INDICATIONS FOR TREATMENT. No TYPHOID, TUBERCULOSIS OR OTHER 
INFECTIOUS CASES WILL BE ACCEPTED. 


THE DIETETIC INFIRMARY IS INTENDED TO BE A HOME WHERE PATIENTS WILL 
BE PROPERLY DIETED AND TREATED AND WHERE THEY WILL BE TAUGHT PERSONAL 
HYGIENE IN AN ENVIRONMENT FREE FROM THE ANNOYANCES OF A GENERAL HOSPITAL. 
IT 18 LOCATED ON BIRMINGHAM'S BEAUTIFUL RESIDENTIAL BOULEVARD, HIGHLAND 
AVENUE. 


FOR FURTHER INFORMATION ADDRESS DR. SEALE HARRIS AT 804-808 
EMPIRE BUILDING, OR DR. SEALE HARRIS’ DIETETIC INFIRMARY, HIGHLAND AVENUE 
AND SYCAMORE STREET. BIRMINGHAM, ALA. 


The Tucker Sanatorium, Inc. 


Madison and Franklin Streets 
RICHMOND, VIRGINIA 


This is the Private Sanatorium of Dr. Beverley R. Tucker 


The Tucker Sanatorium is for the treatment of nerv- 
ous diseases. Insane and acute alcoholic cases are not 
taken. The Sanatorium is large and bright, surrounded 
by a lawn and shady walks and large verandas. It is 
situated in the best part of Richmond and is thoroughly 
and modernly equipped. There are departments for 
massage, medicinal exercises, hydrotherapy, occupation 
and electricity. The nurses are especially trained in the 
care of nervous cases. 


THE HENDRICKS - LAWS SANATORIUM, ‘res’ one of the most modern 


and thoroughly equipped 

FOR TUBERCULOSIS private institutions for 

the treatment of tubercu- 

losis. High-class accom- 

modations. Fireproof con- 

CHAS. M. HENDRICKS . | struction. I ivi u 

sleeping porches. xcel- 

i feet. imate ideal all o 

the year. For further in- 
formation, address 


ROY C. YOUNG 
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The Cincinnati Sanitarium 


For Mental and Nervous Diseases. 
A strictly modern hospital fully 
equipped for the scientific treat- 
ment of nervous and mental affec- 
tions. Situation retired and acces- 
sible. For details write for descrip- 
tive pamphlet. 

F. W. Langdon, M.D., 
Visit. Consultant 
Cc. B. Rogers, M.D., 
Resident Medical Director 
H. P. COLLINS, Business Manager Egbert W. Fell, M.D., 
Box No. 4, College Hill Res. Clinical Director 
CINCINNATI, OHIO 


“REST COTTAGE” College Hill, Cincinnati, Ohio 


For purely 
nervous’ cases, 
nutritional er- 
rors and con- 
valescents. 


Completely 
equipped for hy- 
drother- 
apy, massages, 
ete. 

Cuisineto 
meet individual 
needs, 


F. W. Langdom, 
M.D., Visiting 
Consultant 

Egbert W. Fell, 
M.D., Resident 
Clinical Direc. 
tor 


Cc. B. Rogers, 
M.D., Resident 


Medical Direc- 
tor 


H. P. Collins 
Business Man- 
ager 
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Westbrook Sanatorium, Richmond, Virginia 


. THROUGH THE MEDICAL STAFF, 


DOCTORS JAS. K. HALL, P. V. ANDERSON AND E. M. GAYLE ; 


WISHES TO ANNOUNCE TO THE PROFESSION THE OPENING 
ON NOVEMBER FIFTEENTH OF AN ADDITION TO THE INSTI- 
TUTION OF TWO BRICK BUILDINGS—ONE FOR MEN AND 
ANOTHER FOR WOMEN. 


HE PLANT now consists of nine separate itll situated in the ‘midst of grounds which q 
‘embrace eighty-five acres. The lawn is large and beautifully shaded; there are private a 
walks and drives, and the institution affords the quietness and serenity of the country 4 
within sight of the city. 


Rooms may be had single or en suite, with or without private baths. Small cottages, suitable 
for one patient, are also available. { 


Treatment is limited to Nervous Disorders, Mild Mental Affections, and to Alcoholic and Drug 
Habituation. Nurses and attendants are trained for this = work and the Sanatorium fur- 
‘nishes every facility for the rational treatment of such patients 


Life in the out-of-doors, combined with properly selected wait for each patient, constitutes i 
an important therapeutic measure. ; 


The three physicians live at the Sanatorium and devote their entire attention to the patients. 7 
BOOKLET UPON REQUEST 


Shortle’s Albuquerque Sanatorium 


FOR TUBERCULOSIS 


ALBUQUERQUE, - - NEW MEXICO 


Altitude 5,100 Feet. Rates Moderate. Climatic in 
Conditions Unsurpassed. 4 


A private sanatorium where the closest personal attention is : 
given each patient. Complete laboratory and X-Ray equipment i 
for diagnostic purposes. Compression of the lung and sun-bath 1 
treatment after the methods of Rollier. Steam heat, hot and cold 4 
; water, electric lights, call bells, local and long distance tele- q 
/ phones and private porches for each room. Bungalows if desired. 

| Situated but 1 1-2 miles from Albuquerque, the largest city 
and best market of New Mexico, permits of excellent meals and i 
| valde at moderate price. Write for Booklet B. if 


A. G. Shortie, M.D., Medical Director 


THE POTTENGER SANATORIUM 


MONROVIA, CALIFORNIA thorcughiy equipped institution 
‘ ing the scientific treatment of tuber- 
culosis. Hish class accommodations. 
Ideal all-year-round climate. Sur- 
rounded by orange gruves and beauti- 
ful mountain scenery. Forty-five min- 
utes from Los Angeles. F. M. Potten- 
ger, A.M., M.D., LL.D., Medical = 
EB. Potten er, A.B: 
Assistant Medica] Director and 
of Laboratory. George H. Evans, M.D., 
San Francisco, Medical Consultant. 
For particulars address: 


POTTENGER SANATORIUM, 
Monrovia, California. — 

Los Angeles Office: 1100-1101 Title Ine. 

Bidg., Fifth and Spring Streets. 
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been recommended. 


Address 


Washington Radium & X-Ray 
Laboratory 


WASHINGTON, 


For the treatment of all lymphatic, malignant, and benign lesions 
in which Radium, massive doses of X-ray and Fulguration have 


DR. C. AUGUSTUS SIMPSON, 
1610 20th Street, N. W., Washington, D. C. 


<. 


RADFORD, VIRGINIA 


.. The Hydrotherapy Department is complete in every 


detail. Continuous Nauheim and Tonic Baths. 

Special emphasis given to Rest, Diet, Occupation, 
Massage and Electricity. 

Clinical Laboratory fully equipped. 

A thoroughly equipped and modern Private aie 
torium for the diagnosis and treatment of chronic 
medical, nervous and mild mental disorders. It is sit- 
uated 2,000 feet above sea level in the famous blue 
grass region of Virginia. There are two large colonial 
brick buildings connected by a sun parlor 105 feet long. 
Rooms single or en suite, with or without private - 
baths. Accommodations for fifty patients. Modern 
and approved methods used in every department. The 
nurses are specially trained to care for nervous 
patients. 

For details write for descriptive pamphlet. 


OXFORD RETREAT 


OXFORD, OHIO 


Nervous and Mental Diseases 
Alcohol and Drug Addictions 
FOR MEN AND WOMEN 


96 Acre Lawn and Forest. Buildings Modern and 
First Class in all Appointments. Thoroughly 
Equipped. Of Easy Access—39 Miles 
from Cincinnati, on C.H.&D. R.R. 

10 Trains Daily. 


THE PINES 
An Annex for Nervous Women 
Write for Descriptive Circular 


HARVEY COOK, M.D., Physician-in-Chief 
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Hospital For General Diag- 
nosis and Nervous Diseases 


“NORWAYS” 


1820 E. 10th Street, Indianapolis, Ind. 


An institution devoted to the Research, Study and 
Diagnosis of all problems in Medicine and Surgery, 
especially of conditions involving the Nervous Sys- 
tem. All newer methods of Diagnosis, particularly 
the Chemistry of the blood, spinal fluid, secretions 
and excretions of the body are employed. The im- 
portance of body metabolism and its relation to 
diseased conditions is emphasized. 


The co-operation of physicians is invited. It is the 
policy of this Hospital to return patients to their 
home and family physician for treatment, at the 
earliest possible moment, after a diagnosis is 
made. Only at the request of the patient’s physi- 
cian will any case be kept in the Hospital beyond 
the necessary period of observation. 


A complete staff of skilled specialists in co-opera- 
tion. 


For further particulars regarding rates, etc., write 


DR. ALBERT E. STERNE or 

DR. LARUE D. CARTER 
“Norway” Hospital for General Diagnosis and 
Nervous Diseases. 


RADIUM THERAPY 


in connection with 


NEWELL & NEWELL 
Sanitarium 


An ample supply of Radium for the treat- 
ment of all conditions in which Radium is 
indicated. 


SANITARIUM STAFF 


E. T. Newell, M.D. 
E. D. Newell, M.D. 
G. P. Haymore, M.D. 
T. C. Crowell, M.D. 
J. Marsh Frere, M.D. 


definitely established. 


Address: 


RADIUM AND X-RAY LABORATORY 


425-429 Woodward Building 
BIRMINGHAM, ALA. 


For the treatment of MALIGNANT and BENIGN conditions, 
in which the use of Radium and ALLIED MEASURES has been 


Dr. WALTER A. WEED, Director 
425 Woodward Building, Birmingham, Alabama 
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ATLANTA RADIUM AND X-RAY LABORATORY 


Doctor’s Building, 436 Peachtree Street 
ATLANTA, GA. : 


Radium and X-Ray Therapy 


COSBY SWANSON, M. D. Wm. H. HAILEY, M. D. 


RADIUM AND X-RAY 
RADIUM AND X-RAY LABORATORY 
LABORATORY in Connection With 
1207-11 Empire Building DRS. GAMBLE BROS., 
BIRMINGHAM, ALABAMA MONTGOMERY & CO. 


Greenville, Miss. 


A thoroughly equipped X-Ray 
Laboratory and an ample supply of 
Radium for the treatment of all con- |' 
ditions in which Radium is indicated. 


DR. J. A. MEADOWs, Address all communications to 
Director DR. ROBT. C. FINLAY, Director, 


Greenville, Miss. 


The Scodeus Radium Clinic, Inc. 


CUSHACHS BUILDING 
NEW ORLEANS, LOUISIANA 


DR. gg BERNHARD STAFF DR. HENRY LEIDENHEIMER 
DR. TEMPLE =" DR. THOMAS B. SELLERS 
DR. P, J. CARTE DR. PAUL T. 
DR. ANSEL MM CA DR. H. W. E. WALT 
DR. PETER GRAF FAGNINO DR. ARTHUR LEE. WHITMIRE 


DR, J. RAYMOND HUME 


DR. CHAS. H. VOSS, Radio-Therapist 


ADDRESS COMMUNICATIONS TO 
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SOUTHERN MEDICAL JOURNAL 


GENERAL REVIEW 
COURSES 


Of the Newer Things in Medicine 
and Surgery 


will be offered by 


THE GRADUATE SCHOOL 
OF MEDICINE 


of the 


University of Alabama 
BIRMINGHAM 


During October and November 


For a schedule of courses and for other information 
please apply to the Secretary 


George S. Graham, Secretary 


James S. McLester, Dean 
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which clinical teaching is done. 


UNIVERSITY OF MARYLAND, SCHOOL OF MEDICINE 
COLLEGE OF PHYSICIANS AND SURGEONS 


Requirements for Admission—Two yearsof college work, including modern languages, 
Chemistry, Biology and Physics, in addition to an approved four year high school course. 


Facilities for Teaching—Abundant laboratory space and equipment. Two large general 
hospitals absolutely controlled by the faculty and several hospitals devoted to specialties, in 
The next regular session will open October 1, 1921. 


For catalogue apply to J. M. H. Rowland, M.D., Dean, N. E. Cor. Lombard and Greene Sts. 
Baltimore, Md. 


HERMAN KNAPP MEMORIAL EYE HOSPITAL 
SCHOOL OF OPHTHALMOLOGY 


A six months course is open to qualified medical 
practitioners. The first three months are devoted 
to all-day instruction in the following subjects: 


1. Daily Clinics in Dis- 6. External Diseases of 


pensary the Eye 
2. Retraction 
3. Ophthalmological 9. 
Quiz 10. Ophthalmological 
4. Muscular Anomalies Neurology 
5. Ophthalmoscopy 11. Diagnosis 


During the second three months practical instruc- 
tion is given in the Hospital and Clinic. A new 
course starts October, January, April and July. A 
vacancy occurs on the House Staff April, 1922. 

DR. GERALD H. GROUT, Secretary 


500 West 57th St., New York City, N. Y. 


The New York Skin and Cancer Hospital 


SPECIAL POST GRADUATE INSTRUCTION 
For Graduates in Medicine 
Will be given as follows: 
1—Hospital and Dispensary instruction diagnosis 
and treatment of diseases of the skin. 
2—Instruction in syphilis—diagnosis, laboratory 
work and treatment. 
3—Instruction in X-Ray Therapy. 
4—Laboratory instruction in the pathology of 
skin diseases and new growths, including clin- 
ical methods for the demonstration of the 
commoner parasites. 
5—Hospital and dispensary instruction in the 
surgical treatment of cancer. 


Apply to Superintendent 
301 E. Nineteenth Street, NEW YORK CITY 


Medical College of Virginia 


UNIVERSITY COLLEGE OF MEDICINE 
MEDICAL COLLEGE OF VIRGINIA 
(Consolidated) 


Medicine-Dentistry-Pharmacy 


STUART McGUIRE, M.D., Dean 
New college building, completely equipped and 
modern laboratories. Extensive Dispensary service. 
Hospital facilities furnish 400 clinical beds; individ- 
ual instruction; experienced faculty; practical cur- 
riculum. For catalogue or information address 
J. R. McCAULEY, Secretary 


1140 E. Clay Street Richmond, Virginia 


The Dixon Maternity Home 


Confinement in Seclusion 


LICENSED BY CITY AND STATE 


Address: MRS. T. F. DIXON, 
Box 1154, 
Dallas, Texas. 


JAMES M. BATCHELOR, M.D., President. 


LOYOLA POST-GRADUATE SCHOOL OF MEDICINE 


New Orleans, La. 


Combining New Orleans Post-Graduate Schvol of Medicine. 
Louisiana Post-Graduate School of Medicine. 
Offers courses in all branches of medicine and surgery. 
Special facilities for courses in the Eye. and the Ear, Nose and Throat. 
Faculty numbering over eighty. Abundant cadaveric material. ; 
ent clinical material in all the hospitals of New Orleans, the medical metropolis of the 


South. 
Students admitted to all courses throughout the year. 


Address all Communications to the Secretary, 1533 Tulane Ave., New Orleans, La. 


JOSEPH A. DANNA, M.D., Secretary. 
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School of Hygiene and Public Health 


of 


THE JOHNS HOPKINS UNIVERSITY 


The fourth session opens October 4, 1921. Opportunities for instruction and investigation will be 
offered in Public Health Administration, Epidemiology, Bacteriology, Immunology and Serology, Medical 
Zoology, Biometry and Vital Statistics, Sanitary Engineering, Physiology as applied to hygiene, including 
the principles of industrial and educational hygiene, Chemistry as applied to hygiene, including the analysis 
of foods and the principles of nutrition, Social and Mental Hygiene, etc. The courses in these subjects are 
organized upon a trimestral basis, and students may enter the School as candidates for a degree, or as 
special students, at the beginning of any trimester. Men and women students are admitted on the same 


terms. 
Courses are arranged leading to the degree of Doctor of Public Health, Doctor of Science in Hygiene 
and Bachelor of Science in Hygiene. The details in regard to the requirements for matriculation in these 
courses are described in the catalogue of the School, which will be forwarded upon application. 


A Certificate in Public Health may be awarded to qualified persons after one year of resident study. 


An intensive course, comprising conferences, demonstrations and laboratory work, and designed to 
meet the needs of Public Health Officers, will be given from November 14 to December 23, 1921. Fee $50.00. 
For further information address the Director of the Schcol of Hygiene and Public Health, Johns Hop- 
kins University, 310-312 West Monument Street, Baltimore. Maryland. 


UNIVERSITY OF GEORGIA 
MEDICAL DEPARTMENT 
AUGUSTA, GA. 


ENTRANCE REQUIREMENTS: The successful 
completion of at least two years of work, includ- 
ing English, Physics, Chemistry, and Biology in 
an approved college. This in addition to four 
years of high school, 


INSTRUCTION: The course of instruction oc- 
cupies four years, beginning the second week in 
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DIAGNOSTIC PITFALLS IN GASTRO- 
INTESTINAL DISEASES* 


By A. L. LEVIN, M.D., 
New Orleans, La. 


This paper is presented neither from 
the standpoint of originality nor with a 
view of criticism, but to call attention to 
frequent errors in the diagnosis of gas- 
tro-intestinal diseases. C. W. McClure, 
of Boston, truly remarks that there is 
perhaps no field in medicine more bur- 
dened with unproven theories than that 
of the diseases of the gastro-intestinal 
tract. Cabot’s remarks on dyspepsia are 
more critical in tone. He states: 

“We must learn to be familiar with the fact 
that when patients complain of their stomachs 
they are generally free from gastric disease, 
because the patient’s own well meaning efforts 
go very far to mislead us.” 

It is a fact that often errors in recog- 
nizing the real state of affairs are the re- 
sults either of laying too much stress on 
the stomach manifestations or misinter- 
preting them. Not infrequently we fail 
to perceive the light of truth, being mis- 
led by our laboratory guides, or the early 
use of therapeutic measures including 
diet, which mar the valuable symptoms. 
Our aim should always be to establish the 
underlying cause. Like the well trained 
criminal lawyer who listens attentively 
to the story of the crime and only when 


_ *Read before the Southern Gastro-Enterolog- 
ical Association, meeting conjointly with the 
Southern Medical Association, Fourteenth An- 
nual Meeting, Louisville, Ky., Nov. 15-18, 1920. 


it is clear in his mind, turns his attention 
to find evidence to substantiate or break 
the story, the gastroenterologist should 
be skilled in obtaining a true and correct 
story of a given‘case. This is the first 
important step. To permit a layman, 
unless well trained, to take a history is 
not a wise policy. A shriveled up gall 
bladder, containing one or more stones 
lying hidden under a large liver and cov- 
ered by a heavy garment of fat, will often 
escape undetected even the expert pal- 
pating hand, but will often be suspected 
by an attentive ear and vigilant eye. 
Gastric analysis is by no means the tower 
of strength and the determining agent in 
locating the existing abnormality in the 
closed box—the abdomen. The latest in- 
vestigations of Rehfuss are revolution- 
ary to our accepted views and we must 
submit to newer conceptions on the sub- 
ject. The longer I analyze gastric con- 
tents, the more I develop an underlying 
feeling that perhaps I am'sailing under 
false colors. There is however no room 
for faithlessness nor for hopelessness; it 
is very necessary to keep the judicious 
and critical mind sifting the truth from 
carefully collected historical, clinical and 
laboratory facts. 


That the clinical side of a given case is 
often of greater importance than the lab- 
oratory report can be demonstrated by 
the following most interesting cases | 
which came under my observation dur- 
ing the past year: 

Case 1.—W. H. F., age 46, white, male, fruit 
inspector by occupation, became ill in June, 
1919, with temperature, chills and upper ab- 
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dominal pains. I was called to see him in con- 
sultation, in September, 1919, and obtained the 
following history: Father died at age of 77 
from apoplectic stroke, mother age 75 still liv- 
ing and subject to asthmatic attacks; three 
brothers, aged 54, 51 and 34 are living in good 
health; one sister died during epidemic of in- 
fluenza in 1918 and one living and in good 
health. Past illness: measles in early child- 
hood, hay fever at age of 21, was cured and no 
recurrence since. In 1907 while working in 
Mexico, he contracted a primary lesion and took 
active treatment with mercury and iodid for 
over 2% years, for four years he was purser on 
a steamship and visited Mexico, San Domingo, 
Cuba, Jamaica and Spanish Honduras. During 
that period his health was perfect. No history 
of dysentery could be elicited. He was positive 
that up to the present illness he did not have a 
single day of loose bowels or abdominal cramps. 


His present illness began on June 29, 1919, 
with chills and fever toward evening and upper 
abdominal pain. For a period of about two 
months he was treated without any definite 
diagnosis. In August, 1919, he was admitted to 
a hospital for observation, where he remained 
for ten days. A probability of paratyphoid was 
considered at one time. Three times in three 
different laboratories his blood for lues received 
a positive verdict. He continued to lose in 
weight, was running an irregular low tempera- 
ture and suffered from upper abdominal pain; 
his bowels during his long period of illness did 
not give him any trouble. In the early part of 
September, 1919, he began to notice a swelling 
in the epigastrium. I first saw him on Septem- 
ber 15, 1919, and on examination, there was a 
visible fullness in the epigastrium having a dis- 
tinct connection with a very large liver which 
was smooth on palpatation. He had a cachec- 
tic appearance; his temperature was 100.4; a 
cystolic blow with slight hyper-tension; his lungs 
were negative; reflexes normal; _ pupillary 
reaction normal; urine’ negative. Blood 
showed a_ leucocytosis with a_ neutrophilic 
increase. On palpation the visible mass 
felt soft to the touch and as if there was 
a collection of fluid. From the evidences gath- 
ered, I strongly suspected a liver abscess prob- 
ably in the left lobe, resulting from breaking 
down of gummatous liver tissue. During the 
following night, he applied hot poultices to the 
mass for relief of pain. During the early morn- 
ing hours he suddenly felt as if something broke 
loose and from that moment on the pain was 
gone. The following morning to my astonish- 
ment, the bulging of the upper abdomen, par- 
ticularly the epigastric region, had 
passed a tube into the stomach to make a a 
tric analysis and to ascertain if a liver abscess 
had not possibly ruptured into that viscus. The 
contents obtained was nothing else but pure pus 
and blood of a chocolate color; no ameba could 
be found microscopically. An x-ray showed 


* very suspicious evidences of a liver abscess rup- 


turing into the stomach. His blood showed a 
strongly positive Wassermann. The surgeon 
advised against an operation, believing that 
the abscess would drain well through the 
stomach. The internist was of _ same 
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opiniun and they both advocated the use 
of arsphenamin and very heavy doses of 
mercury and KI. From September to January, 
1920, six doses of arsphenamin, 60 rubs of 
mercury and KI 60 drops three times a day 
were given without any results whatever. The 
pus drained through the stomach for a period 
of about three weeks and then stopped. His 
original weight of 187 was reduced to 131% lbs. 
In spite of the heavy antiluetic treatment, I 
could not obtain a negative Wassermann, nor 
was there any marked reduction in the size of 
the liver. I finally persuaded the surgeon to 
operate, and on January 15, 1920, a large left 
liver lobe abscess was drained and the vegeta- 
tive ameba histolytica was found microscopical- 
ly. The patient made an uneventful recovery 
and is at present in perfect health, weighing 
163 pounds. The interesting point in this case 
is that after the abscess was drained, the Was- 
sermann test made three times once a month 
was found to be negative. I believe that the 
positive reaction was possibly due to the ab- 
sorption in the blood of the liver debris and pus, 
as the presence of lipoid bodies will often give 
a positive reaction. 


Case 2.—I was recently called to see a hope- 
less and dying middle aged woman suffering 
from severe abdominal pain, inability to retain 
any kind of food, even Fiquids, giving a history 
that for over a year she had suffered from at- 
tacks of epigastric pain and vomiting spells. 
About 15 days prior to the onset of the last at- 
tack, 2% decigrams of arsphenamin was admin- 
istered because her blood gave a strongly posi- 
tive Wassermann reaction. She was intensely 
jaundiced, the liver was greatly enlarged and 
very hard on palpation. On examining the heart, 


there was a mitral blow. Her lungs were neg- , 


ative; no glandular enlargement. She was 
highly emaciated. The epigastrium was ex- 
tremely sensitive to touch and very rigid, 
the feces and urine showed evidences of blood, 
the urine also gave a positive arsenical test. 
Arsenical poisoning was considered as a cause 
of her vomiting and abdominal pain. Her tem- 
perature at that time was 101; pulse rapid and 
thready, white cell count 26000 and 91 polys; 
no blood in gastric contents and free HCL pres- 
ent. I made a duodenal tap and with difficul- 
ties I obtained a tablespoonful of very green 
mucopurulent substance. From these findings, 
it was very evident that we were dealing either 
with a liver abscess or a collection of pus in the 
gall bladder (empyema vesicae felleae). I ad- 
vised a laparotomy, which was performed un- 
der local anesthesia. Patient was in a mori- 
bund condition, her pulse while on the operating 
table reached 160. A very much distended gan- 
grenous gall bladder full of pus and gall stones 
was found. The common duct was also blocked 
with stones. The moment an attempt was made 
to loosen the adhesions, the gall bladder rup- 
tured, being in such an advanced stage of dis- 
integration. I am glad to report that the pa- 
tient is improving. A thickened pylorus was 
also detected by the surgeon. I have not as 
yet had an opportunity to investigate the luetic 
side of the case. 
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Vol. XIV Mo. 10 LEVIN: 
The frequency of gall bladder disease 
as a factor in disturbing digestion is a 
well known fact. In my experience, the 
gall bladder is the commonest offender 
of the digestive apparatus. Patients, as 
a rule, cannot distract their attention 


from the stomach as the seat of the trou-: 


ble and only the alertness of the gastro- 
enterologist will reveal the true nature of 
the offense. The gastric analysis in such 
cases is not of material aid. I agree with 
Fravel (Am. Jr. Med. Sc. Apr. 1920), 
who argues against the dogmatic teach- 
ings of our medical leaders that hyper- 
acidity is the rule in gall bladder disease, 
probably due to irritation of the vagus 
nerve in some way. In 61 cases of gall 
bladder disease, with or without stones, 
proven at operation, Fravel found a gas- 
tric subacidity. I found in a number of 
cases of gall bladder disease, a subacidity 
more frequent than a hyperacidity. The 
latter was present only when a chronic 
appendix was associated with it. We 
must admit, however, that we cannot 
make a diagnosis of gall bladder disease 
by the gastric analysis curve. The duo- 
denal tap which should be practiced as 
often as a gastric analysis, will be of 
considerable aid. To make a gastric 
analysis and neglect the examination of 
duodenal contents and bile is like finding 
a hypertension and omitting a urinalysis 
for evidences of nephritis. I do my gas- 
tric analysis with a Jutte tube or one of 
my own design, introducing it through 
the nose with least discomfort to the pa- 
tient; when the gastric analysis is com- 
pleted, I wash out the stomach and in- 
troduce the tube to the pyloric mark. 
Patient is then put in the proper position 
and duodenal contents and bile are ob- 
tained. 

I have observed in a number of gall 
bladder cases the following characteris- 
tics: a history of a more or less persist- 
ent nausea or sick feeling, drowsiness 
after a meal and a low systolic pressure. 
The last one is of particular interest to 
me. I have noticed that low blood pres- 
sure in young individuals between the 
ages of 30 and 40, well nourished, with 
no cause to account for that peculiar low 
pressure but a probable absorption of in- 
fection from the gall bladder. Riesman 
and Cheney demonstrated several years 
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ago the close relationship between gall 
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bladder infection and abnormal cardiac 
conditions. It is also of interest to note 
that with the improvement by treatment 
of their gall bladder symptoms, the blood 
pressure rises. I hesitate to commit my- 
self to a diagnosis of gall stones even 
with a history of periodic sharp pains 
under the right costal arch. An _ over- 
distended gall bladder with a blocked 
common duct outlet by mucus or inflam- 
matory exudates, will give rise to the 
same symptoms as stones. The follow- 
ing case illustrates this point: 


Mrs. M. H., 53, with a negative past history, 
began to complain of nausea, lack of energy, 
loss of appetite and loss in weight. After four 
months of ill feeling, she began to suffer from 
violent periodic attacks of epigastric pain and 
finally daily vomiting. For a period of six 
weeks she vomited daily after each meal. The 
pain was so severe that large doses of morphia 
were required to quiet her. The attacks would 
come on about twice a week. In the intervals 
there was a constant soreness in epigastrium. 
There was a marked icteroid tinge of skin and 
eyeballs, the epigastrium was very sensitive to 
touch and rigid, blood pressure was low, tem- 
perature normal, urine was negative, gastric 
analysis showed a subacidity. I saw the patient 
during an attack, and the suffering was so great 
that it required three doses of morphia to relieve 
her. The evidences were very strong that I was 
dealing with a case of gall stone colic, and I ad- 
vised surgical interference, but patient refused. 
I then decided to try the duodenal tap and drain 
off bile. I succeeded in obtaining about eight 
ounces of a thick, black, molasses like substance. 
The immediate relief was remarkable. I con- 
tinued this method of treatment for a month, 
using it three times a week. The vomiting ceased 
after the first medical drainage. The improve- 
ment was rapid. Patient began to gain in weight 
and has had no recurrence of her former trouble 
for a period of eight months. Total gain was 30 
pounds. 

To differentiate gall bladder pain from 
gastric or duodenal ulcer pain is quite a 
task. The persistence and regularity of 
nocturnal pain and the relationship to 
food, so strongly emphasized by Riesman, 
did not bear out in my following two 
Cases 


Case 1.—Patient, a middle-aged man, gave a 
history of severe abdominal pain coming on regu- 
larly at night, cramp like in character, relieved 
by taking a glass of milk or a slice of bread, with 
very short intervals of rest. This has been going 
on for a period of one year. There was a tender 
spot in the mid-epigastrium. The gastric analy-~° 
sis, made six times, never showed free HCL less 
than 70; the Wassermann was negative, without 
any other evidences to suspect lues; his occult 
blood was on several occasions negative. The 
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x-ray reported marked filling defect on lesser 
curvature, suggestive of prepyloric ulcer. He 
was given the benefit of treatment for ulcer with 
a short period of relief and a return of the symp- 
toms. s there were evidences on two occasions 
of food retention for 24 hours and a second x-ray 
picture made three months after the first showed 
again a definite filling defect in the lesser curva- 
ture of the stomach just behind the pylorus, evi- 
dently an ulcer cavity, an operation was advised. 
The true nature of the trouble was revealed—a 
chronic gall bladder with adhesions and a chronic 
appendix. The fundus of the stomach and pylorus 
were perfectly normal. Patient is well. 

Case 2.—The history was of nightly pains 
waking him up, relieved by food. A very high 
acidity was found with an x-ray interpretation 
suggestive of ulcer. The occult blood was neg- 
ative, the duodenal tap showed an unmistakable 
case of chronic cholecystitis. Atropin was 
given for a_ period of one week and a 
second x-ray made was found negative for ulcer. 


- The medical drainage of the bile gave the patient 


considerable relief but he was anxious to rule out 
the possibility of malignancy and insisted on an 
exploratory laparotomy. A chronic cholecystitis 
was found. The surgeon drained the gall blad- 
der filled with the same character bile as ob- 
tained medically. The stomach and pancreas 
were found normal. 

The above cases illustrate Rolleston’s 
contention (Br. Med. Jr. Mar. 26, 1920), 
that pericholecystic adhesions lead to in- 
terference with the passage of food from 
the stomach and even to deformity of that 
organ, hence a misinterpretation by the 
x-ray. 

Rolleston further says that there are 
four factors in the mechanism of produc- 
ing dyspeptic symptoms associated with 
disease of the gall bladder and of the ap- 
pendix: reflex, mechanical, toxic and in- 
fective. Infection of either organ may 
originate from septic foci in the mouth, 
tonsils, and nasopharynx and bacteria 
from those sources may infect the kid- 
neys, especially the right one. This point 
is well emphasized in the following case: 

E. P. H.—Farmer, 37, gave a history of gas- 
tric disturbance for past year with usual symp- 
toms of indigestion. He complained principally 
of pain under the right costal border radiating 
to the right lumbar region; nausea and drowsi- 
ness annoyed him considerably; in the last eight 
months he had four distinct attacks of severe 
pain in the right lumbar region. He was ad- 
vised to make a picture of gastrointestinal tract 
which was found to be negative. On physical ex- 


amination, the following points were of import- 
ance to me: a severe pyorrhea with decayed 


‘roots of upper incisors and canine teeth, the 
gums were ulcerated, there was a distinct icteroid 
tinge to the skin and sclera and sensitiveness on 
pressure in the gall bladder region. The pain in 
the back was too low for Ewald’s area of hyper- 
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esthesia. There was also a slight hypertension, 
sys. 148, dia. 84, and a murmur in the mitral 
area. The urinalysis revealed an essential phase 
of the case: albuminuria, pus and red blood cells. 
I advised an x-ray of the right kidney. A large 
stone in the right kidney was plainly visible on 
the plate. I believe in this case the original 
focus of infection was in the teeth, that it gave 
rise to a chronic cholecystitis with a compli- 
cating cardiac lesion and an end product, a right 
kidney stone. 

The foregoing and many other exam- 
ples, including gastric carcinoma in young 
individuals, show that while we may limit 
our practice to gastroenterology, the 
treatment should be based on a thorough 
and complete examination of the whole 
body. A particularly careful history is 
essential. It often prevents stumbling 
and saves us from guilt. The laboratory 
side is unquestionably of great value, but 
not of prime value in all cases. Practical 
experience is often of greater benefit than 
voluminous laboratory reports. There is 
nothing new in this paper, but the mere 
writing down of one’s experiences, so as 
to help his fellow workers, and call atten- 
tion to frequent mistakes, entitles it to a 
place in the medical literature. 

1222 Maison Blanche Bldg. 


DISCUSSION 

Dr. Harvey G. Beck, Baltimore, Md.—I wish to 
refer to one point of Dr. Levin’s paper where he 
speaks of low blood pressure in gall-bladder .in- 
fection. Low blood pressure as well as subnor- 
mal temperature and slow pulse may occur in 
any low grade chronic infection. We not only 
see them in gall-bladder disease but in pyelitis, 
sinusitis, etc. Of course it is pretty gen- 
erally accepted that the source of infection of 
the gall-bladder, the appendix, the kidneys, etc., 
arises frequently from focal infection, particu- 
larly about the sinuses and teeth. These are 
usually primary infections, and I think, in the 
case reported the source was well traced. The 
low blood pressure tends to the accumulation of 
toxins, which are partly the result of disturbed 
metabolic processes. 

Dr. John A. Witherspoon, Nashville, Tenn.—I 
have had an experience that I think is worth re- 
lating. A case came in, a woman 61 years old, 
with abdominal pain which had been running on 
for four or five years. She had been x-rayed for 
gastric cancer and ulcer and all those things. The 
diagnosis was spinal trouble. We are prone to 
overlook the fact that spinal defects or curva- 
ture, anything which affects the nerve roots, will 
cause pain in the abdomen many times. I have 
seen two cases in the last month, one a lateral 
curvature and the other a Potts, both suffering 
from pain in the abdomen. One of them had 
pain on the left side, with a lateral curvature of 
perhaps three inches. As that curvature took 
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place it gradually impinged on those nerves and 
reflected this pain through the abdomen. 

Many of these abdominal pains we get are 
really spinal in their origin and we are frequent- 
ly misled by not examining the back. Too many 
examine the abdomen and not the back. 

Dr. Sidney K. Simon, New Orleans, La.—There 
is one phase of one case reported that I think 
might be stressed, and that is the first case— 
abscess of the liver. Was the puncture made in 
the liver region in that case? 

Dr. Levin—Three times in the right and finally 
in the left side, under the ensiform, and pus was 
obtained. 

Dr. Simon—In our country abscess of the liver 
is apt to occur and I think if puncture was made 
more often a great many embarrassments in 
diagnosis would be saved. Even if you do not 
find anything the effort is worth while in all 
cases where mystery surrounds an enlargement 
of the liver, or in any enlargement or disturb- 
ance in the liver region. 

Dr. Levin (closing).—The case of abscess of 
the liver with rupture into the stomach is of 
rather rare occurrence. An abscess of the liver 
very seldom ruptures into the stomach. On look- 
ing up the literature of 154 cases of abscess of 
the liver reporting rupture, there are only eight 
that ruptured into the stomach. I spoke to Drs. 
Matas and Danna, who had vast experience in 
the Charity Hospital, and they each had seen 
only two cases rupture into the stomach. 

Another point about blood pressure: Dr. Beck 
said that in septic conditions elsewhere we also 
find low blood pressure. I do not mean to say 
because we have low blood pressure we are deal- 
ing with gall-bladder trouble. I go by the his- 
tory and other symptoms. An interesting point 
is that with improvement of the gall-bladder con- 
dition, the blood pressure rises. 

I wish to emphasize a point which I did not 
mention in my paper. We should not overlook 
the presence of malignancy of the stomach in 
the young individual. I remember about four 
months ago.a case came up in my clinic with a 
history of stomach trouble for three months. He 
was 36 years of age, an inspector at the immi- 
gration station. He had no pain, and in the 
three months he had vomited only twice. The 
symptoms were those of ordinary indigestion. 
There was hardly any loss of weight. He was 
given medicine to relieve the symptom. He came 
to the clinic for relief of symptoms. On exami- 
nation you could see a mass across the upper ab- 
domen about the shape of a cucumber. You could 
move it up and down and it was movable on res- 
piration. We made a gastric analysis to see 
what the acidity was, but he had almost normal 
acidity. Microscopically, there was nothing ab- 

normal. The x-ray showed a marked deformity, 
with suspicion of malignancy. Dr. Matas oper- 
ated, and he made a drawing of the stomach find- 
ings. The entire lesser curvature and the great- 
er portion of the stomach was involved in the 
malignancy and there was only one channel at 
the bottom of the stomach along the greater 
curvature from the cardiac to the pyloric end: 
an inoperable case in an individual of 36, acidity 
almost normal, without any pain, but still an 
inoperable malignancy. 
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NON-SURGICAL DRAINAGE OF THE 
GALL-BLADDER* 


By CHARLES G. Lucas, M.D., 
Louisville, Ky. 


I am sure the gastro-enterologists are 
very much interested in the work that is 
now being done in this line. From the 
time Dr. Einhorn developed the duodenal 
tube down to the present, its use has be- 
come more and more important from a di- 
agnostic and therapeutic standpoint. The 
work of Dr. Lyon, of Philadelphia, on non- 
surgical drainage of the gall-bladder has 
opened up a large field. Dr. Simon and I 
were both present at Atlantic City last 
May at the meeting of the American Gas- 
tro-Enterological Society when Dr. Lyon 
presented one of his papers and I had the 
pleasure of spending a few days with him 
in Philadelphia. 

Weare all confronted with a great many 
conditions involving the right upper quad- 
rant. A certain proportion of these cases 
have gall-stones and a certain proportion 
have biliary stasis, over-distended gall- 
bladder, with secondary changes in the 
pancreas. Those cases having gall-stones 
we leave to surgery, but in the other con- 
ditions I have been pleased and surprised 
with the results obtained in my own work. 
I do not refer to the method of using the 
tube nor to its use in the institution of 
biliary drainage in acute conditions. For 
example, acute catarrh of the gall-bladder. 
In this class I have not yet had any expe- 
rience. In my work, while I have used it 
about 200 times, it has been done only for 
therapeutic purposes, and I have not yet 
made any bacteriological studies. After 
introducing the tube in the ordinary man- 


- ner, and being sure it has passed into the 


duodenum, seventy-five mils. of a 25 per 
cent solution of magnesium sulphate is al- 
lowed to flow in by gravity. In a few 
minutes by gravity or vacuum bottle the 
return flow begins, at first of a light yel- 
low color mixed with some of the magne- 
sium sulphate-solution, then a deeper yel- 
low, and in some cases light brown to deep 


*Read before the Southern Gastro-Enterolog- 
ical Association, meeting conjointly with the 
Southern Medical Association, Fourteenth An- 
nual Meeting, Louisville, Ky., Nov. 15-18, 1920. 
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tar color. In three healthy medical stu- 
dents the first bile was of light lemon color, 
then deepened to dark orange and finally to 
a thin lemon color again. In some cases I 
have repeated the injection of the mag- 
nesium sulphate solution a second or third 
time before I was sure that the sphincter 
had relaxed. In one case where I had in- 
troduced a duodenal tube with the Reed 
tip and drained the duodenum, I afterward 
drained this case three times by the Lyon 
method with apparent complete recovery. 
I had explained to her that so far as diet, 
medication and rest went I did not see that 
any more could be done and wanted to turn 
her over to the surgeons, but she was will- 
ing to try this method rather than submit 
to the operation. 


I have had opportunity in the last three 
months to see three cases that had been 
operated. One case, operated a little over 
a year ago, had had an appendectomy and 
a cholecystostomy. This patient was hav- 
ing continual pain and gas and felt worse 
than before the operation. I used the tube 
and drained off six ounces of old bile and 
this man wrote me that he felt better than 
for years. The other two cases were ap- 
pendectomies. One man had never had any 
trouble in the right upper quadrant. but 
five weeks after the operation developed 
pain, became constipated, had gas and was 
very uncomfortable. I used the tube only 
once, drained off a large amount of fluid 
and he is now quite comfortable. The 
other patient I had over a year ago, and 
some eight months later he submitted to an 
appendectomy. The operative report 
shows that at that time there was. nothing 
wrong with the gall-bladder. Six weeks 
after operation he developed attacks like 
gall-stone colic and these attacks came 
nearly every night. When I saw him in 
late September he was exceedingly tender 
in the region of the gall-bladder. I sug- 
gested the possibility of an over-distended 
gall-bladder and the chances of relief by 
the tube and secured wonderful results. 
I have now used the tube on this case three 
times with complete relief. | 

All these cases have been relieved of con- 
stipation and among other things we may 
look for is the possibility of treating some 
cases of chronic constipation by this 
method. I also believe that all convales- 
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cent typhoid cases should be examined this 
way to see if they are free from the bacil- 
lus. In this way we can also detect the 
carriers. I have noticed Dr. Simon’s use 
of the tube in, protozoan infections of the 
bowel and I believe as we become more 
familiar with its use in these conditions 
we shall get better results. 

There is one type of case that I believe 
only surgery will cure. I here refer to gall- 
stones. I have had opportunity in the last 
few weeks to examine a case that had re- 
fused operation. Nothing was promised, 
but I used the tube three times and the pa- 
tient left for home saying that she felt 
better than for several years. I do not 
mean to say that I have relieved her gall- 
bladder disease, but I have given her gall- 
bladder and stomach relief and it is possi- 
ble that, continuing to refuse operation, if 
this can be kept up regularly, that she will 
remain in good shape physically. 

Iam sorry I have no records. Dr. Fried- 
enwald has had more experience in this 
matter than I have had and I should like 
to turn the discussion over to him. 


DISCUSSION 


Dr. Julius Friedenwald, Baltimore, Md.—I 
have had about sixty cases since last year in 
which I have utilized this form of treatment, and 
I must say it has been a wonderful help to me. 
Of course all the cases have not been cured, but 
many that I thought would not be cured were 
cured. I have had a number of cases of acute 
catarrhal jaundice in which the period of treat- 
ment extended only over several weeks, where the 
patient was entirely relieved, the jaundice disap- 
pearing in ten days to two weeks, and the results 
have been very gratifying. The period of treat- 
ment should extend ordinarily over six or eight 
weeks at least. 

The treatment has been of great help in many 
post-operative cases where patients have been 
treated surgically and have not been entirely re- 
lieved or have had a recurrence of trouble. 
Stones are often removed and yet the patients, 
after a few months, begin again to have symp- 
toms of gall-bladder disturbance. They are then 
of course very loath to undergo further surgical 
treatment and are perfectly willing to undertake 
any form of treatment outside of surgery which 
will give them hope of relief. In many of these 
cases I have had unusually favorable results. 
Patients have been entirely relieved, indicating 
that the gallstones had really not returned, but 
perhaps gall-bladder infection has again been 
stirred up and relief is given in this manner. 

The diagnosis of gall-bladder infection by 
means of this method offers us even greater ad- 
vantages. We can now determine quite defi- 
nitely when we have gall-bladder infection at 
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hand. When we have a dark bile which is tur- 
bid containing mucus and pus as well as choles- 
terin and bilirubin, calcium crystals as well as 
many micro-organisms, we know we have _in- 
fection in the gall-bladder, and when we find, 
after a certain number of treatments, that this 
bile begins to clear up, the patient shows signs 
of improvement, we can almost measure the re- 
sults from a microscopic point of view. By 
means of this method we can really drain the 
gall-bladder, which is a remarkable achievement 
when we consider that this is really accomplished 
through a very small tube. P 

Dr. E. H. Gaither, Baltimore, Md.—I have had 
the opportunity of observing the work of Dr. 
Lyon at Philadelphia and also heard his paper 
read before the American Gastro-Enterological 
Society at Atlantic City last May. I must say 
that I believe this method bids fair to offer us a 
splendid method of attack, and further is of aid 
in making our ideas about the diagnosis of upper 
right quadrant conditions clearer. At this mo- 
ment this method from the diagnostic standpoint 
apparently offers more possibilities than from the 
standpoint of therapeusis. When we consider 
. having a small metal tube go down to a certain 
point and drain off three kinds of bile, from the 
duodenum, the gall-bladder and the ducts, that is 
of course bringing the diagnostic procedure to a 
very fine point, but I believe that there should 
be a further indulgence in the method. Dr. Lyon’s 
success in the way of treatment has been splendid 
and I agree with Dr. Friedenwald and Dr. Lucas 
that if these cases of catarrh which take three 
or four weeks to clear up can be dissipated in 
ten days, we should make ourselves familiar with 
this method. I feel that at the present moment 
we may entertain a reasonable amount of en- 
thusiasm about the future possibilities of this 
procedure, and I believe it should be thoroughly 
studied by gastro-enterologists in order to prove 
or disprove its merits or demerits referable to 
its availability as a diagnostic or therapeutic 
agency. 

Dr. Curran Pope, Louisville, Ky.—I have done 
a great deal of this work of late, and like the 
rest of you I crossed the burning sands to Mecca 
to see the work done by Lyon. I want to say this, 
that I believe it will repay every man to study 
microscopically what he draws out of the gall- 
bladder. I have been somewhat interested to find 
upon careful study of the unrolled mucous pellets 


that we very frequently find in bile, to find that - 


they carry pus corpuscles, and careful micro- 
scopic search will often show pus corpuscles in 
the bile itself. I am inclined to think that a 
great many molars and other teeth have been ex- 
tracted when the trouble was in the gall-bladder. 
People who have had a great many teeth ex- 
tracted without any results whatever have been 
relieved almost immediately after drainage of 
the gall-bladder. I remember one case, a great 
big fellow, who was melancholy and depressed. 
In less than a week after we drained his gall- 
bladder there was a remarkable change in his 
condition. We follow up all these cases bacterio- 
logically, and where it is possible and where we 
think it necessary, we give them autogenous vac- 
cines. When it is an ordinary streptococcus in- 
fection we have gotten some very good results 
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from stock vaccines. Where we find the colon 
bacillus and where, as is often the case, there is 
a general infection, the autogenous vaccine is a 
very great help in the treatment of these cases. 
Recently I had in my private infirmary a case 
that developed jaundice under rather interesting 
circumstances. 


_I had drajned this man twice. The first time we drained 
him we obtained practically twelve ounces of bile. That is 
the largest amount we ever have obtained and he was won- 
derfully improved. The next time we drained we only got 
about half that amount, and then the next time we could 
not get a thing. He began to develop jaundice. We 
drained him immediately, introducing the tube two days 
after the drainage, and after five or six injections of mag- 
nesium sulphate we finally obtained bile. This bile was 
derk and thick and had black plugs in it which looked a 
good deal like ium. But i diately the jaundice 
began to subside and the patient became better. Now in 
that drainage we found not only the pellets of mucus, but 
we found a substance crystalline in appearance that we 
took to be cholesterin. I have not decided as yet whether 
that man has gall-stones or not. We have examined him 
twice roentgenographically, using Lewis Gregory Cole's 
method of superimposed plates, and if he has cholesterin 
stones of course we would not get that on the plates. He 
has had two operations and we can not talk gall-stone op- 
eration or anything of that kind to him. 


Dr. Lucas (closing).—I think my results are 
very promising. One case in particular in which 
I used the tube three weeks ago has gotten won- 
derful relief from all her symptoms and is very 
much improved, especially her bowel condition. 
That patient says that since the birth of a child 
fourteen years ago she has taken a _ laxative 
every night and since the use of the tube the 
bowels have moved regularly. — 

We know we are just at the beginning of this 
method of treatment, and I believe Smithies is, 
right when he says that if we carry this out as 
it should be carried out we can prevent 50 per 
cent of operations on the gall-bladder. He makes 
it now a part of the regular routine to examine 
and drain the gall-bladder. It is done so easil 
and the results are so good that I believe it will 
soon be a regular method not only among gastro- 
enterologists, but for all internists. 


FRESH AIR TREATMENT FOR 
SOUTHERN BABIES* 


By L. W. E.ias, M.D., 
Asheville, N. C. 


The need of fresh air is one of the most 
universally accepted, and most constantly 
neglected measures in medicine. All doc- 
tors give their assent to the importance of 
that vague general term “plenty of fresh 
air.” But when it comes to putting the 
term into practice we see how vague the 
idea really is. 

Two glaring concrete examples will 
serve to illustrate: first, many hospitals 
over the country with their carefully 


*Read in the Section on Pediatrics, Southern 
Medical Association, Fourteenth Annual Meeting, 
Louisville, Ky., Nov. 15-18, 1920. 
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drawn shades and pretty curtains obstruct- 
ing the light and air in summer, and in 
winter the same condition plus closed win- 
dows. The second example is the sick 
room of the average patient of any of us. 
These two examples, illustrating condi- 
tions for which we doctors are entire'y re- 
sponsible, proclaim, more loudly than vol- 
umes of argument, our practical views on 
the value of sunlight and fresh air in the 
treatment of disease. 


With regard to air and ventilation, phy- 
sicians range in their practice all the wav 
from the Black Hole of Calcutta to the 
children treated naked in the snowy Alps 
by Rollier; probably with a greater lean- 
ing toward the Black Hole. Ask the pro- 
fessor of a large northern hospital if he 
makes any special use of fresh air in 
treating children. He will tell you, “No, 
we take no stock in that sort of thing. 
Our results compare well with those who 
do, so we see no use in the extra trouble.” 
However, we are all on the defensive, con- 
scious that our practice is poor in regard 
to ventilation, so in less than five minutes 
you will find the professor telling the 
nurse to let in more air, that the ward is 
awfully close. And to the nurse with the 
rachitic child who will not eat, he sug- 
gests, “Try- taking the baby on the roof. 
You can dress up warmly, you know. Yes, 
I would try the roof with your patient. It 
ought to help.” Again, go to the far West 
and see a large, modernly appointed chil- 
dren’s hospital with windows closed and 
shades drawn so that when the child is 
examined or the chart read the electric 
light must be turned on. Just why the 
shade is not raised and daylight used, at 
least to see by, no one knows, unless long 
custom has lent something of sanctity 
found in a “dim religious light.” Then 
turn into our southland and see a splen- 
didly equipped children’s hospital, com- 
pletely surrounded by a wide porch, per- 
fectly screened, with bracing autumn air 
prevailing. Where are the children? All 
are within; not a bed, not a child is to be 
seen on the splendid, barren porch. Just 
why the porch is there is hard to explain, 
unless built by, and now used solely as a 
monument to, one whose epitaph might 
read, to paraphrase Kipling, “Here’s to 
one who tried to hustle the South into 
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fresh air.” If all over our land this cry- 
ing shame exists against our boasted 
health and sanitation, wherein lies the 
trouble? 


Two factors stand out above all others 
in explaining this condition. First, ig- 
norance of the laws of ventilation and of 
the help to be obtained by applying them; 
second, the inertia that comes from habits 
as old as the cave man. In summer we do 
the best we can to avoid the heat. In win- 
ter we hate the cold and our first thought 
is to get warm. This accomplished, we are 
satisfied and turn our thoughts to other 
matters. This is more or less true of the 
doctor. It is still more true of the patient 
and nurse. It is most true of the mother. 
of the baby, who is aghast at each tiny 
breath of air, and adds more cover to keep 
out the dreaded cold. First the windows 
are closed, next the shades are drawn, 
and, in the hospital, if the super- 
intendent is of an artistic turn, cur- 
tains and draperies adorn the windows. 
In fact, in many of our homes and hos- 
pitals, art reaches its height around our 
window sills. This is obviously wrong. 
Either the openings for the windows 
should be cut the correct size at first, and 
the windows left unobstructed, or else the 
windows should be oversize with the 
amount of draping exactly prescribed. 
Better still, put the patient in the open air.’ 


To work against the inertia of long habit 
and custom requires, first, a knowledge of 
what constitutes good ventilation; second, 
a clear understanding of the great advan- 
tages to be gained from fresh air and sun- 
light; third, we must know how and when 
to employ the necessary measures. 


Therefore let us consider briefly the ac- 
tion of climate, then the effect of air on 
sick children and, lastly, how to secure the 
desired results. Dr. Huntington, of Yale, 
discussed atmosphere under five heads: 
(1) purity; (2) temperature; (3) humid- 
ity; (4) movement; (5) variability. To 
summarize his points all are agreed that 
the air should be pure. As to tempera- 
ture, the desirable optimum is 64° with 
humidity around 70 or above. As the tem- 
perature of the air varies either way from 


the norma] the humidity should vary in in- . 


verse ratio in order to offset the harmful 
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extremes of the temperature. Movement 
and variability are considered together 
and he claims that the good effects of out- 
door life are largely due to movement and 
variability. By motion is meant flowing 
air, winds, a breeze, the dreaded draught. 
Of all the important points in good venti- 
lation probably none is so misunderstood 
and struggled against as is the absolute 
necessity of the air being in motion. The 
variability of temperature is also import- 
ant. In fact, it is estimated that lack of 
attention to this point alone is responsible 
for as many deaths as is tuberculosis. 

It is well to remember further that the 
disagreeable sensations, such as headache, 
malaise and general depression arising 
from close rooms, are not from lack of 
oxygen nor from too much carbon dioxide, 
nor yet from poisons thrown off by the 
body. The true explanation seems to lie 
in the fact that an atmosphere of moisture 
is developed around the body which pre- 
vents the proper elimination of heat. That 
this was the case was shown in the fol- 
lowing interesting manner. An individ- 
ual was placed in a closed space until he 
showed the usual effects of poor ventila- 
tion. Then he was allowed to breathe fresh 
air from outside through a tube. This 
brought no relief of symptoms; but turn- 
ing on an electric fan in the enclosure im- 
mediately removed the symptoms, the sub- 
ject now breathing only the enclosed air. 
On the other hand, that the close air is not 
the cause of the trouble is further shown 
by letting one on the outside breathe this 
- inside air through a tube. He experienced 
no untoward effect. So we have experi- 
mental proof as to what gives value to out- 
door air. Good ventilation requires that 
air must be in motion. You find in schools 
where the pure fresh air comes in, prop- 
erly warm and without a draught, that 
more children are absent on account of 
sickness from respiratory diseases than is 
the case in schools where the ventilation 
is secured by frequently raising the win- 
dows. This latter method secures some 
degree of motion and variability. 

In mountain air we have greater purity, 
lower temperature, avoidance of excessive 
humidity, and there is plenty of motion 
and variability. But to this is added the 
further fact that with increase of altitude 
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there develops an increase of hemoglobin 
and cell count, not relatively, but abso- 
lutely. Hence we have an_ increased 
metabolism and greater resistance to in- 
fection. Further, the therapeutic rays of 
the sun, which are the ultra violet rays, 
are more potent in the higher altitudes 
than at sea level, where the dust and mois- 
ture tend to absorb them. 

Now let us consider the clinical side. 
The teacher of a fresh air school in Chi- 
cago stated that her pupils were made up 
of children far below par, who in the regu- 
lar school were the ones most often absent 
on account of sickness. But in the fresh 
air school, on top of the six-story building, 
the same children showed far less absence 
for sickness than did the healthier chil- 
dren studying indoors. 

It is probably common knowledge that 
an undernourished baby with poor appe- 
tite and losing weight, if put out of doors 
without any other change whatever, will 
usually regain its appetite and begin to - 
put on weight in a short time, besides 
sleeping better and showing an increased 
sense of well being. 

Drs. Freeman and Northrup move their 
sick babies out of wards that would ordi- 
narily be called well ventilated and put 
them on the hospital roof, day and night, 
in good and bad weather, and claim greatly 
improved results. Dr. Freeman puts al- 
most every class of case outside, with the 
exception of heart and kidney diseases and 
premature infants with subnormal tem- 
perature. In the case of rickets and mal- 
nutrition Dr. Freeman claims probably 
the most brilliant results. He further 
feels that there is a large field of useful- 
ness for the different anemias. There is 
less tendency for contagious diseases to 
spread in fresh air schools and outdoor 
wards. 

Dr. Rollier has 38 or 39 fresh air hos- 
pitals in the Alps, at altitudes ranging 
from 4000 to 4500 feet. Here he places 
his patients on an open air porch and first 
exposes the bare feet to the direct rays of 
the sun, for a few minutes; gradually the 
entire nude body is exposed. Besides this, 
those who are not bedridden go skating or 
sleighing or else find a spot where snow 
has melted and here they study or recite, 
dressed only in breech cloth and shoes. All 
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sorts of anemias and under-nourished pa- 
tients are taken, but the majority are.sur- 
gical tuberculosis. With these measures 
alone, he is able to cure such a vast num- 
ber, restoring them to full efficiency, that 
his results are considered nothing short of 
marvelous by all who have witnessed them. 
One of the astonishing features about the 
treatments is that the bedridden patient 
who takes on flesh is not puffy like most 
bedridden tuberculosis patients, but the 
flesh of the patient treated by fresh air 
and heliotherapy is firm as though he were 
undergoing energetic physical exercise. 


Nothing impresses one so much as ex- 
periences of his own. During the influ- 
enza epidemic a few years ago, the chil- 
dren in an emergency hospital were being 
treated with all the fresh air possible. In 
the course of events, a number of severe 
cases of spasmodic croup came in. Ordi- 
narily these would have gone into a tent 
and have received warm moist air from a 
croup kettle. Here, however, there was 
neither time nor opportunity for such 
measures. They simply had to get on as 
best they could, often with the wind blow- 
ing a gale through the ward. I have never 
seen cases of croup get well so rapidly. 
Speaking later to Dr. Freeman about them, 
I learned that he puts all his cases of croup 
on the hospital roof, as well as patients 
with diseased conditions of all other parts 
of the air passages. Since then I have, 
whenever possible, put out of doors all 


babies with croup, rhinitis, bronchitis, 


etc., with most pleasing results. Again, I 
saw a poor little anemic baby two years 
old, with peritoneal tuberculosis, appetite 
and digestion gone to pieces, who was hav- 
ing repeated attacks of acidosis. On the 
same line of food and treatment which he 
had been receiving, plus fresh air and 
gradually applied heliotherapy, he grew 
brown and sturdy and in eight months was 
at home and well. Today he is one of the 
huskiest, healthiest five-year-old boys in 
the South. It is experiences of this sort 
that make one enthusiastic about fresh air 
and sunlight; and that engender the feel- 
ing that doctors who fail to make use of 
these measures are handicapping their 
practice and their little patients. 

Does anyone doubt that there is a dif- 
ference between staying out of doors and 
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staying in a well ventilated room? Then 
let him sleep out for a while and after- 
ward sleep in a room with all the windows 
open, and see how close and stuffy he 
feels!) Again, does any one doubt the 
soothing effect of fresh air on the inflamed 
mucous membrane of the air passages? 
Then select the acute stages of a bad cold, 
when every inhalation is like a blast from 
a furnace, and let him go out on a real 
sleeping porch, open to the free winds of 
heaven. Soon he will note that the weep- 
ing eyes and running nose and constant 
resort to the handkerchief cease; and when 
he wakes in the morning he feels like a 


new man. Will that man ever again deny | 


the comfort of outdoor air to a helpless 
babe in like affliction? 

If we would put the babies out of doors 
we would do away with “institutionalism.” 
Instead of discussing how many cubic feet 
of dead air space each baby should be al- 
lotted, why not put it out of doors and 
banish the poor little hospital athreptic? 
Our mild winter climate is the largest gift 
that Nature has given our southern babies. 
Yet with this great aid at hand, for the 
asking, we turn away and build barriers 
against it, allowing air in homeopathic 
doses. 


Putting a baby out of doors will give it. 


a better appetite, secure a greater gain in 
weight, allay nervousness and improve 
sleep. The tendency to respiratory infec- 
tion is largely done away with. The body 
forces for fighting infection are improved, 
a sick baby’s chances of getting well are 
increased, a well baby’s chances of getting 
sick are diminished. Does this suggest 
anything to us in regard to our practice? 

We all know that tuberculosis, pneumo- 
nia, bronchitis, colds, etc., are house dis- 
eases; that individuals living out of doors 
are not subject to them. Would it not be 
the part of wisdom to put our southern 
babies under conditions where they will be 
least apt to sicken, remembering that if 
Dr. Rollier can put weak tuberculous chil- 
dren out in the snow of the Alps, and if 
Dr. Freeman in the harsh climate of New 
York can put sick children out of doors 
day and night in all kinds of weather, and 
with the thermometer ten degrees below 
zero, and in the light of the results of the 
fresh air schools of the northern latitudes, 
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cannot we of the Southland, with our mild- 
er climate, secure the wonderful benefit of 
the outdoor life for our southern babies, 
feeling that with the experience of these 
hardy pioneers before us, we cannot exceed 
the bounds of safety in our climate? 

We need not now take time to go into 
details regarding measures for obtaining 
these results. In brief, remember that 
the ideal is cool air in motion. Put the 
baby out of doors the year round, sick or 
well. In summer with as little clothing as 
possible and with an electric fan play a 
breeze upon it. In winter, put on more 
underclothes and employ such other meas- 
ures as are necessary to keep him warm. 
He should not be overdressed, but he 
should be comfortable. He will rapidly 
tolerate the cold with less and less wraps, 
as do the children of the Alps. In a word, 
put him out of doors, keep him reasonably 
comfortable, by any means desired, and 
look on draughts in the light of a benedic- 
tion. 

Six months’ fair-minded trial of putting 
babies out of doors, day and night, wou!d 
make enthusiastic advocates of you all; 
and pediatrics in the South would enter 
upon an era which no other part of the 
country could match. I should like to sug- 
gest as a slogan for this Section: ‘“South- 
ern babies out of doors the year round.” 


DISCUSSION 
Dr. F. H. Richardson, Black Mountain, N. C., 
and Brooklyn, N. Y—It is a very encouraging 


’ sign of the times, that such a program of pre- 


ventive pediatrics as we have listened to, the 
— two days, should have been set before us. 
uch papers as the Chairman’s address, Dr. Roy- 
ster’s exposition of the Nutrition Class, and this 
talk of Dr. Elias, would hardly have been 
thought of ten years ago. The outstanding 
thought in pediatrics today seems to be this of 
building up the organism before disease has be- 
gun its work; or, if disease does come, fighting it 
by strengthening the bodily economy to resist it. 
Dr. Elias’ paper is timely, for the reason that 
the pendulum which a few years ago swung so 
far in the direction of excessive zeal in outdoor 
treatment of everything, has now swung back 
past the center, and even bids fair to go over far 
in the opposite direction. We all remember how, 
a few years back, even marasmic babies, prema- 
tures and broncho-pneumonias, were put out on 
the porch by some of our enthusiasts; and they 
did decidedly ill. We do not realize, unless we 
have actually experienced them, the rigors of 
outdoor sleeping in extremes of cold weather. 


Children with ccrtain disease conditions do not - 
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tolerate such treatment. But these contra-indica- 
tions have of late years been over-emphasized; and 
many children that should be receiving the ben- 
efits of open air treatment are being denied them 
without adequate reason. Outdoor sleeping can- 
not be practiced without the taking of infinite 
pains. Unless one has tried it himself over a 
considerable period of time, he does not realize 
how very difficult it is to keep the sleeper warm 
and dry, without turning his sleeping porch into 
another room of the house or hospital, with pro- 
tective awnings, casements, etc., and so termi- 
nating the outdoor sleeping altogether. The pa- 
tient who stays out and is cold is going to do 
badly. Whatever is necessary to keep him warm 
must be furnished, whether it be hot water bot- 
tles, windscreens, or extra blankets and com- 
fortables. I instruct my mothers to sail between 
the Scylla of perspiring head and neck, and the 
Charybdis of cold hands and feet. The best aid 
here is the sleeping bag, not the pretty little 
ready-made one, nor yet the very expensive camp- 
ing affair. I direct the mother to fold an old 
blanket in two, and sew up the sides two-thirds 
of the way, equipping the remaining third of 
each side, and the top as well, with large buttons 
and button-holes. This can be thrown open and 
the bed “made up” inside it with rubber sheet, 
pad, and blankets to go underneath as well as 
over the patient. The whole affair is then but- 
toned up, with the patient inside. Do not trim 
off the corners corresponding to the child’s shoul- 
ders; any mother knows that at certain ages 
babies sleep with their hands above their heads, 
and that anything that interferes with this will 
interfere with sound sleeping. 


Dr. Elias referred to the Rollier treatment, a 
method of applying heliotherapy to children 
with tuberculosis amid the snows of Switzerland. 
I recently heard the experiences of a man who is 
carrying out this treatment not far from the 
shores of one of the Great Lakes. Any one of 
you who has been there knows how raw that 
climate can be in the depths of winter. I should 
have been tempted to question some of the 
things he told of, had he not thrown on the 
screen pictures showing these children with noth- 
ing on but breech clouts, romping and rolling in 
the snow. Quite as striking were his before-and- 
after pictures, showing extreme orthopedic con- 
ditions and their cures. Those of us who have 
not worked with this method, and seen the won- 
ders wrought by it, even in such a trying climate 
as that of northern New York State, should be 
very careful about saying that these things can- 
not be done, because they are being done, this 
very monient, in Switzerland and in this coun- 
try. And, as Dr. Elias says, if they can be done 
in less favored climates, why should we not do 
them here in the mountains and valleys of our 
beautiful Southland? 

Dr. W. A. Mulherin, Augusta, Ga.—Dr. Elias 
has given us full warning that anyone who does 
not accept his viewpoint upon the great advan- 
tages to be derived from cold fresh air, should 
discuss his paper in a very apologetic way. I 
should like to ask Dr. Elias three questions, and 
I assure him that I do so with a profound 


apology. 
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(1) What is the advantage of treating a case 
of broncho-pneumonia in a three months old 
baby, with very cold fresh air; and what is the 
disadvantage in adopting the more conservative 
course of treating the baby in a comfortably 
warm room, well ventilated, with a fire in an 
open fire-place? I ask this for the reason that I 
was under the impression the pendulum had 
swung back from his extreme view of treating 
broncho-pneumonia in babies, as Dr. Richardson 
has just mentioned. I feel quite sure that the 
leading pediatricians do not put their babies, ill 
with broncho-pneumonia, out on the roof wards, 
or on sleeping porches, today. 

‘(2) Would he make any distinction between a 
sick and a well baby, in advocating cold fresh 
air? I can readily see where his advice might 
be well applied to well babies, but would ques- 
tion the advisability of his advice for all sick 
babies. 

(3) Does a compilation of infant pneumonia 
mortality statistics, gathered during the time 
that the cold fresh air treatment was in vogue, 
justify his statements and advice? My under- 
standing is that pneumonia mortality increased 
during that period, and still continues to increase, 
in spite of our most improved methods. 

I do not wish to be understood as questioning 
the value of cold fresh air in older children, and 
in adults, but I do seriously question the very 
great advantages as cited by Dr. Elias in the 
treatment of babies’ diseases, especially that of 
broncho-pneumonia. 

The only point on which I am not in thorough 
accord with Dr, Elias is the question of the ad- 
vantages of air being cold, or excessively cold. 

Dr. W. McKim Marriott, St. Louis, Mo.—To 
discuss this paper is to say “Amen!” I have 
come to agree with Dr. Elias’ point of view as the 
result of experience. We have a hospital in the 
country where patients suffering from malnutri- 
tion and tuberculosis, particularly bone tubercu- 
losis are treated. We have adopted the same 
treatment that is used in the Alps. The chil- 
dren live out of doors, the clothing is graduaily 
removed from day to day until finally they wear 
only a breech cloth and shoes, sometimes no 
shoes. They become deeply tanned but do not 
suffer from colds or coughs and their nutritional 
condition improves in a surprising manner. The 
results are absolutely convincing. 

Regarding hospitalism and its prevention, I 
could give one very striking illustration of a 
child who remained in the hospital six and a 
half years and was not “hospitalized.” This 
child was brought to the hospital at the age of 
three months with laryngeal diphtheria. After 
repeated intubations the larynx became sclerosed 
and a tracheotomy was done. The child wore 
the tracheotomy tube continuously during the 
whole time in the hospital. She was discharged 
at the age of six and a half years a super-normal 
child, and this I attribute to the fact that she 
spent the entire six and a half years on an open 
porch and not in a hospital ward. 


Dr. Oliver Hill, Knoxville, Tenn.—I am like 
Dr. Marriott, I would like to say “Amen” to Dr. 
Elias’ paper. There is a program in Knoxville 
regarding fresh air that is very interesting. The 
children go to school at 8:30 and stay there until 
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2:15, with ten minutes’ recess morning and aft- 
ernoon and-thirty minutes at noon. In the win- 
ter time most of the children are robbed of the 
sunlight. I have been unable to convince the 
school board that this is an injustice to the little 
folks. They say the people do not object. I think 
it is up to the physician to prevent that. It is 
one of the most pitiful things to me to see a 
little fellow in a flat in the city where he has no 
fresh air and is pale and anemic. Even in some 
of the better flats they are guilty of that. I do 
not believe that the man in the office, the woman 
in the home or any child in the home, should go 
out on a sleeping porch at night. I built a home 
last year and I tried it. I personally believe 
that with the window open that you have an 
adequate amount of ventilation. I do believe we 
should explain to the people that the young child 
requires more fresh air than the adult. The 
child who is growing needs more fresh air and 
needs more outdoor air than the average adult. 
The mother is inclined to coddle the child and 
keep him in and on cold days not let him out at 
all. A little child feels better if he is let out. 
He sleeps better and does better. 


Dr. L. R. DeBuys, New Orleans, La.—I cannot 
agree with Dr. Elias and Dr. Marriot. Undoubt- 
edly fresh air is one of the most valuable thera- 
peutic agents we have, but I think we must mod- 
ify fresh air at certain times. At times when it 
is too damp we need to dry it; when it is too dry 
we may need to dampen it; when it is too hot we 
may need to cool it; when it is too cold we may 
need to warm it. I have advocated for a num- 
ber of years, after a thorough trial in the treat- 
ment of infections of the upper respiratory tract 
and also in broncho-pneumonia, to keep the pa- 
tient indoors in a thoroughly ventilated room, 
the room being ventilated from within the house. 
I have come to this decision after a thorough | 
trial of the outdoor treatment. The room next 
to the one occupied by the patient may be venti- 
lated from the outside, and the temperature and 
moisture regulated from that room. The chil- 
dren referred to do better undoubtedly than if 
they are put outside. It struck home with me. 
One of my boys at the age of two years in mid- 
winter eluded his nurse after his bath and ran 
out on the porch clad only in his birthday suit. 
He suffered an attack of broncho-pneumonia and 
we came near losing him. He has had on several 
occasions attacks of broncho-pneumonia and for 
a time every acute naso-pharyngeal infection 
caused the greatest concern because of its ten- 
dency to produce bronchial involvement and ex- 
tend down into the lungs. He is now ten years 
old and we think we know how to manage him, 
as he is one of the strongest in the family. We 
cannot let him sleep outdoors in the winter time. 
We have tried it. We put him out for a while, 
but as soon as he gets an acute naso-pharyngitis 
we bring him in, because we know from experi- 
ence it will progress to a bronchitis or broncho- 
pneumonia. The instance with my own son is 
only one of many similar examples. I believe in 
regard to the matter of sleeping outdoors we 
must not make hard and fast rules, but study 
the individual case, ; 
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Dr. O. H. Wilson Nashville, Tenn.—There are 
different kinds of air. Dr. Elias has different 
air from Dr. DeBuys. The foggy air of New 
Orleans is different from the clear, bracing cli- 
mate of Asheville and certainly from the smoky 
air of Nashville. I believe in giving plenty of 
fresh air, but in keeping the children warm. 


Dr. Eugene Rosamond, Memphis, Tenn.—If we 
could educate the public and the doctors to the 
value of fresh air, we would do one of our great- 
est works as pediatricians. I have been greatly 
embarrassed when called into consultation with 
some high class man, some man who is a diag- 
nostician, when I turn back the covers and strip 
the baby, to see how he covers up the child and 
examines one side of the chest at a time. I won- 
der if I am a fresh air fanatic and if I do harm. 
Dr. DeBuy’s illustration of his own child devel- 
oping pneumonia from running out on the porch 
is at variance with the ideas I have always held. 
I should hardly consider that as the direct cause 
of the broncho-pneumonia. I do not believe in 
that short time he would get enough congestion 
of the lung tissue to produce a pneumonia, 


Dr. Elias’ reference to croup is new to me. 
That is one thing in which I have always been 
old-fashioned. I have advocated steaming as the 
most beneficial treatment of croup. I do not think 
I will try Dr. Elias’ method yet awhile. 


The most important point brought out by Dr. 
Elias is that air should be in motion. I have 
had the question asked, “Doctor, why should not 
this room with its windows open and with the 
window open in the next room, give us as much 
fresh air as sleeping outdoors?” I have not been 
able to answer them. I have always explained to 
these mothers that I did not know; the only ex- 
planation I could give was that circulating air 
contained more oxygen than still air, just as a 
brawling mountain torrent contains more oxygen 
than a still lake. 


Dr. L. T. Royster, Norfolk, Va.—Air in motion 
is ventilation. Some years ago when the advo- 
cates of open air rooms in schools or open air 
schools were bringing this matter to our atten- 
tion, Drs. Gulic and Ayers studied the question 
from a scientific standpoint, the standpoint of 
actual experiment, and they found that in the 
school room that was open on one side unless the 
wind was blowing directly from that direction 
the air meter that they used showed there was 
not one particle of motion on the far side of the 
room, and that the children on this side of the 
room became just as listless as they did in a closed 
room, whereas those near the opening kept up 
their spirits. 

I am not interested in the discussion that pre- 
ecded my remarks but merely call your attention 
to the fact that the open air room is not neces- 
sarily a ventilated room. If a window is open 
here and a door there a person sleeping here may 
be in just as stuffy a room as with everything 
closed up. 


Dr. M. B. Herlong, Jacksonville, Fla.—I heart- 
ily agree with Dr. Elias on ventilation. To my 
mind the temperature of the air or wind does not 
enter into the effect on the child. We know that 
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most of our coryzas and pharyngitis and pneu- 
monias are infections and we do not get these 
infections if the air is pure. We know also that 
too rapid evaporation from the body will pro- 
duce a congestion or a too rapid loss of heat. 
If the child is protected and the body tempera- 
ture is kept up I do not think we need be at all 
uneasy about our fresh air. We have discarded 
the theory of plastering the child over with anti- 
phlogistin, because it hinders breathing. We 
should discard treating our pneumonia cases in 
closed rooms for the same reason that it hinders 
inhalation of oxygen. I have for some time been 
treating my respiratory cases out on an open 
porch, being careful that the body temperature 
is kept up. That is the only thing that we need 
control. See that the body temperature is kept 
up and there is not too rapid evaporation from 
the surface of the skin. 


Dr. Elias (closing).—I have recently been 
North noting the therapeutic use made of fresh 
air, particularly in the Middle West, and two 
years ago I observed this in the East. It is won- 
derful what results they are getting. This with 
the little experience I have had makes me feel 
that it is absolutely safe in the South. There is 
no excuse for our not taking advantage of the 
wonderful help we have in the care of our babies. 


Dr. DeBuy’s experience is unusual. Dr. Hill’s 
and Dr. DeBuy’s experiences were exactly oppo- 
site from my own. I used to have trouble with 
my children when they took cold and finally I 
found that I could not get them over a cold un- 
less I kept them in a room of even temperature. 
I resorted to that for my own children and for 
other people’s children. After that we had a 
little youngster whose hands and feet were al- 
ways cold and clammy. We could not get them 
warm summer or winter, so I sent her to a fresh 
air school by day and put her out on a sleeping 
porch at night. After that we had no further 
trouble. Since then when the children get colds 
we put them out on the sleeping porch and we 
see a great improvement in the results over the 
house treatment. 


I do not know what was the trouble with Dr. 
BeBuys’ child, but such facts must be consid- 
ered as well as the favorable ones. What we are 
after is the greatest efficiency. Dr. Marriott’s 
experience is most encouraging. As I previously 
stated I have recently been in the North and 
Northwest and I have also talked with men just 
back from the East, and it is pleasing to learn 
that the whole country is looking to St, Louis for 
the highest type of pediatric practice from now 
on. 

As to whether cold air is better than warm air, 
I am unable to say positively. Men who treat 
babies in cold climates, Dr. Freeman, for in- 
stance, say that their best results are gained 
from cold air. They get better results from put- 
ting the babies out in the winter than in sum- 
mer. At one place you find one type of climate 
and at another place a different type. My ob- 
servations at home were made at an altitude of 
2200 feet. This subject is worth studying and 
besides it is worth trying. s 
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BREAST FED BABIES WHO CRY 
AT NIGHT* 


By EUGENE ROSAMOND, A.B., M.D., 
Memphis, Tenn. 


The breast fed baby who habitually cries 
at night isa problem in every home. He is 
hungry and uncomfortable, but he is said 
to have “three months colic.” Every lay- 
man and every doctor with experience 
knows about “three months colic.” It has 
happened in nearly every household. But 
if the young practitioner wants to read up 
on the subject, he must wade through va- 
rious text-book chapters on breast feeding, 
on protein indigestion, sugar indigestion, 
and on fat indigestion and then draw his 
own conclusions as to what is the matter 
with his patient. 

Because it is a common human experi- 
ence our humorists have pictured it in 
story and our artists have painted it on 
canvas. The picture, “Three A. M.— 
Asleep at Last,” with the baby crosswise 
in the middle of the bed, mother curled in 
a chair and father sprawled on the floor, 
has touched a chord of sympathy.and pro- 
voked a smile of understanding from us 
all. 

“Three months colic” might well be 
granted a place in the quiz blank of the 
efficiency expert. It deserves a chapter in 
every medical text-book. Carlyle said: 
“At forty every man is either a fool or a 
doctor ;” meaning that by the time they 
reached 40 years of age, all men, not fools, 
considered themselves competent to ad- 
vise their fellowman as to the cure of dis- 
eases. 

So imbued is the human race with this 
obscession that it is one of the problems 
confronting the doctor in the management 
of most of his medical cases. And among 
the mass of misinformation concerning 
medical matters that has been handed 
down from the days of superstition and 
empiricism, none is more widespread than 
the belief that every time a baby cries his 
stomach hurts him. If not the most fre- 
quent class of ailment for which the pedi- 
atrist is consulted, this is the first case he 


*Read in the Section on Pediatrizs. Southern 
Medical Association, Fourteenth Annual Meet- 
ing, Lonisville Ky., Nov. 15-18, 1920. 
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usually sees in each particular family. 

The breast fed baby who habitually 
cries at night is the first big problem which 
confronts the new mother. She feels that 
her poor helpless infant is in agony. She 
has been told by grandmother and by 
neighbors and friends that his stomach 
hurts him, that he has “three months 
colic.” She valiantly doses him with all 
the recommended mixtures of teas and 
carminatives, with enemata and hot appli- 
cations. She sends for the family doctor 
and he usually prescribes calomel, a dose 
of oil, Dewees’ carminative, a hot enema 
and an ounce of warm water before each 
nursing period. He also limits the nurs- 
ing time to five or ten minutes. The baby 
eagerly drinks the oil, the Dewees and the 
hot water, gnaws at his fists, his mother’s 
face or anything else that comes in reach, 
and continues to cry. He screams until he 
is hoarse. He gets red, he kicks and 
doubles up and he straightens out and rears 
back. He may fall asleep from exhaus- 
tion after a hot enema, but the whole fam- 
ily has to be “hushed” to keep from wak- 
ing him. He soon wakes up and resumes 
where he left off. He is a wide awake baby 
and a smart looking baby. He appears as 
mentally alert as a baby six months old. 
He handles himself well and his back 
seems strong and he tries to hold his head 
up. He is usually constipated, though after 
a while his bowels may become loose and 
green and watery, or may contain curds 
and much gas. 

When he is comfortably full of teas and 
medicine, he goes to sleep, waking the 
“morning after,” and when he has nursed, 
behaving as if there had never been a 
“night before.” But he starts another 
party late that afternoon. 

Such is the history as the pediatrist 
finds it. The diagnosis is already made for 
him and he is given to understand that it 
is absolute and unmistakable. He is told 
he must examine the mother’s milk and 
find why it causes the baby colic. 

I see probably as many of these babies 
in a year as I see cases of diarrhea. And 
in not one of them is there ever one single 
member of the family who is using his 
eyes to see or his mind to deduce the plain- 
est of conclusions. Instead they have ac- 
cepted the superstition of some old granny. 


Occasionally a young father, untram- 
meled by old women’s tales, will have a 
lucid idea and say, “If that was a puppy 
I’d say it was hungry and feed it.” And 
there is no better appeal to their under- 
standing than the illustration of the hun- 
gry puppy. The signs of hunger in other 
animals are usually recognized because 
they are not hedged about with a mass of 
superstition and empirical nonsense. 

The hungry puppy is wakeful. He wakes 
with the slightest scrape of a foot on the 
floor. He gets up every few minutes and 
hunts for a softer place to lie. He is the 
smart dog who handles himself well and in 
begging for food is all awiggle, as if his 
muscles were of rubber. He is preternat- 
urally smart and bright. Usually he is the 
runt who is crowded away from the breast 
by the stronger puppies, and because he 
appears smarter, he is considered the pick 
of the litter. The full puppy is lazy and 
stupid and relaxed. 

The full baby is a stupid little animal. 
One who is easily waked, who is preter- 
naturally smart and intelligent looking, 
one who handles himself too well for his 
age—he is a hungry baby. And a large 
majority of breast fed babies are hungry 
toward evening, when the cares of the day, 
conflicting advice, old women’s tales and 
irregular nursings have lessened their 
mother’s milk supply. The symptoms of 
hunger in the breast fed are: 

(a) The baby who habitually cries at a 
certain time each day, usually the late aft- 
ernoon and at bed time. 

(b) The wide awake small baby. 

(c) The preternaturally smart looking 
baby. 

(d) The active baby with a strong back. 

(e) The baby whose cry is persistent 
and sustained, but who hushes when he 


. thinks he is going to eat. 


(f) The baby who rears backward in 
his paroxysms of screaming. This can’t 
be done with a stomach ache. 

(g) The baby who gnaws his fists and 
his mother’ face. 

(h) The, as a rule, constipated baby. 

The most important of these is the 
habitual crying at night. I can see no 
possible cause for a baby’s stomach aching 
at a particular time each day, except, per- 
haps, an increase in the protein of the 


Vol. XIV No.10 ROSAMOND; BREAST-FED BABIES WHO CRY AT NIGHT 


769 


mother’s milk due to the worry incident 
to the day’s duties. However, some of our 
accepted authorities have this to say: 

“The breast fed infant may gain in weight, 
have good color and still have inordinate colic. 
Many infants who suffered colic at first will, as 
the second month approaches, cease to have colic 
as soon as the milk has definitely assumed a uni- 
formly normal composition. Infants who thus 
have suffered colic at the second and third month 
after birth, will cease to be inconvenienced and 
will thrive from this time forward.” Also: “In- 
fants who have colic habitually will more often 
have it late in the day than at any other time.” 

And again, 

“Many young infants suffer from colic a large 
part of the time; others have only occasional at- 
tacks which are often repeated at a certain time 
in the day, usually toward evening.” 

Even if true colic does in time: result 
from the unbalanced milk, is not the hun- 
gry, crying baby the primary cause; the 
colic but a complication? And we must 
make sure this is not the pain of hunger 
itself or of the starvation indigestion that 
we see in bottle babies whose food is too 
weak. 

Colic is produced by an excess of irri- 
tating by-products of fermentation which 
cause congestion and increased action of 
the intestinal musculature. This localized 
spasm of the intestinal wall incarcerates 
gas within a segment of the intestine and 
produces the pain. 

Bahrdt has shown that the substances 
produced by fermentation which are most 
active in irritating the mucosa are the 
volatile fatty acids. Gas and acidity are 
produced by all fermentative processes and 
following typical attacks of colic, an acid 
stool which excoriates the buttocks is 
usually passed. In these breast fed babies 
who cry at night and who are usually con- 
stipated, by what mysterious process could 
the fermenting mass of food be changed to 
non-irritating waste that nature permits 
to lie in the colon? Is not constipation a 
guarantee of good digestion, a guarantee 
of perfect, non-irritating waste material? 
In these babies are we not still using the 
diagnosis of empiricism? Does true colic 


really occur at a certain time in the day? 
The old story of the cow seeing a circus 
parade and her calf having a fit contains a 
modicum of truth. Milk production is milk 
production whether in women or in the 
lower animals and the same general laws 
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apply to both. Mothers’ milk cannot defi- 
nitely assume a uniformly normal compo- 
sition so long as she is worried by a cry- 
ing baby. Examination of the breast milk 
at this time is, I believe, a mistake. It can 
lead only to erronous conclusions. The 
knowledge that her milk is abnormal in 
either fat or protein content but adds to 
her mental distress. It is therefore a thing 
to be avoided. Suppose her milk is at va- 
riance with a standard of average content? 
It is still the particular food nature pro- 
vided for the particular baby and is su- 
perior to any artificial substitute. Adapta- 
bility is what makes man the “heir of all 
the ages,” and the infant will become 
adapted to its food if sufficient time is 
given it. 


Perseverance, to allow the infant time to 
adapt itself to its food and supplemental 
and complemental feeding to satisfy its 
hunger and stop its crying, are the best 
therapeutic measures. Even if true di- 
gestive disturbances have supervened due 
to starvation indigestion, or to fat or pro- 
tein excess, the best method of treatment 
is to feed the baby. Mothers’ milk has no 
incompatibles. It mixes with any food 
and aids in the digestion thereof. A sup- 
plemental feeding late in the afternoon, at 
that time when the weakened mother is 
tired out, is the first thing we should pre- 
scribe. If the mother is still not able to 
provide sufficient nourishment with this 
helpful period of rest, complemental feed- 
ing should be given at such other nursing 
periods as it is found the baby requires. 
The baby should be vut to the breast at 
nursing intervals sufficiently long to in- 
sure a hungry baby who will be a good 
milker and who will strip the breast. Then 
the complemental feeding should be com- 
pleted, using a cup and spoon. A baby is 
born with the instinct to suck. If this 
sucking instinct is satisfied with a bottle 
and nipple, the infant soon will learn to 
wait for the easy flowing bottle and will 
become a poor milker and thereby ruin his 
mother’s milk supply. Then, too, the cup 
and spoon is more trouble to the nurse and 
will sooner discourage half hearted com- 
pliance with the rigid regime of breast- 
stripping that must be adhered to if we 
would increase the milk supply. Of course, 
a small hole in a stiff nipple will give the 
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same results, but such a _ concession is 
fraught with the very real danger of hav- 
ing the family inform us several weeks 
later that the mother’s milk failed her en- 
tirely and they put the baby on the bottle. 

Nothing in pediatric practice is so dis- 
heartening, and it is then too late to quote 
the mortality statistics of the bottle fed. 
The cup and spoon should be made a rec- 
ognized procedure in complemental feed-. 
ing from which we deviate neither one jot 
nor one tittle. It is a specific procedure 
and as such deserves recognition. Of 
course, regular nursing intervals should be 
insisted upon and care should be taken to 
explain that this is not alone for the sake 
of the baby, but that regular milking time 
is necessary to insure the right kind of 
milk. It is easy to explain that the nurs- 
ing mother should be given the same con- 
sideration as a fine cow. Everyone of them 
understands that if stripped every little 
while throughout the day, a cow will give 
only strippings, or cream. This is fatty 
food and is bad for an upset baby. It is 
like feeding a sick husband on pork chops. 
Grandmother will back us up in this ex- 
planation, and grandmother on our side is 
worth a host. The intervals should be 
suited to the individual baby, but should 
be as far apart as possible. A hungry 
baby is a good milker and a good milker is 
the best of all milk makers. For the preser- 
vation of the milk supply we need, then: 

(1) Sufficiently long intervals to insure 
a hungry baby who will be a good milker. 

(2) Regular milking time. 

(3) The cup and spoon if complemental 
feedings are used so as to preserve unim- 
paired the nursing instinct. 

(4) A contented mother who feels that 
her baby is comfortable and thriving; one 
who gets plenty of sleep, three good meals 
daily and who lives as nearly as possible 
her normal life. 

(5) Perseverance. 

I am often asked the question, ‘Doctor, 
why have I not sufficient milk to nurse my 
baby? There were five or six of us and 
my mother nursed us all. I am a stronger 
woman than my mother was.” I have had 
this question asked hundreds of times and 
in every instance in which I am able to 
question the grandmother, I find that all 
her babies had “three months colic” and 
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cried at night. Grandmother successfully 
nursed her babies because she knew noth- 
ing else to do and because she persevered. 
After two or three months she regained 
her strength, she grew used to a crying 
baby and ceased to worry, she resumed her 
normal life, and the persistent demand of 
a hungry baby and a good milker induced 
nature to supply more food. Perseverance, 
the continued demand on nature to “give 
me more food,” is the best of all milk mak- 
ers. Every farmer knows that a lazy milk- 
er will ruin a five-gallon Jersey cow, but a 
good milker who strips her dry, will bring 
her up to her full capacity. The insistent 
demand on nature to provide more food— 
this is the greatest of all stimuli. This is 
the secret of adequate milk production. 
This is the reason grandmother nursed her 
babies. 

It is a mistake to assume that the mod- 
ern mother doesn’t want to nurse her baby. 
I have never run across one who consid- 
ered it unfashionable or too much trouble. 
But I have often felt that there is undoubt- 
edly an increasing disability, especial! 
among Southern women, to do so. The 
enervating influence of a warm climate, 
less physical exercise, less responsibilities, 
more servants and less admixture of the 


races, are the probable explanation, if the 


observation is correct. I should hesitate 
to present such a subject to this society but 
for the fact that our pediatric literature is 
filled with reports of such cases diagnosed 
as severe and persistent colic, and treated 
always with varying methods of supple- 
mental feedings, varying from powdered 
casein to condensed milk, intended to di- 
minish or to increase fermentative or pu- 
trefactive action in the intestine, without 
mention of hunger as the underlying cause. 
CONCLUSIONS 

(1) Habitual crying in breast fed ba- 
bies at a particular time each day, usually 
the late afternoon and at night, is a path- 
ognomonic symptom of hunger. 

(2) The preternaturally smart, wide 
awake baby is hungry. 

(3) Three months colic is primarily 
hunger. Starvation indigestion and milk 
imbalance due to mothers’ worry, may 
cause true colic to supervene, but these 
right themselves if the baby’s cries are 
hushed. 


(4) Supplemental and complemental , 
feeding is the remedy. 

(5) Complemental feeding should be 
given only with a cup and spoon. 


Central Bank Building. 


DISCUSSION 


De. Witiam Weston; Columbia; 8. C-—Dr Ree 


amond has pictured to us a very interesting situ- 
ation and I must agree in his conclusions. There 
are just two or three matters in regard to those 
conclusions that I think we should consider and 


‘I wish to say that it seems to me that many of 


these cases occur among neurotic women. I do not. 
wish to cast any reflection on the sex for which I 
have so much admiration, but I do not think these 
cases are irremediable nor do I feel that we 
should ever let it be an excuse to encourage even 
partial weaning of the baby. I think Dr. Jacobi 
years ago in his inaugural address at -Atlantic 
City struck the keynote of one of our fundamen- 
tal principles when he said that 95 per cent of 
women can and should nurse their babies. He said: 
“This applies to the very flower of our woman-: 
hood, even those who are fond of afternoon teas 
and who are distracted by exciting and inter- 
esting bridge games at which there are inter- 
esting stakes.” I think those are the things we 
have to look for in these cases, 

What is the origin in most cases? Fat indiges- 
tion, which may be remedied in a number of dif- 
ferent ways with which we are familiar, but the 
most important factor in treating those cases is 
the psychological factor. We should try many 
ways of correcting these conditions, such at diet- 
ing the mother. We should even consent to one 
complemental feeding. You will find that one of 
the cases which he described was making a very 
rapid gain in weight. If that is the case, cer- 
tainly there is no excuse for complemental feed- 
ing. 

The trouble usually starts with the woman who 
is in bed for longer than ten days or two weeks. 
She feels as if she must stay in bed, that her 
strength will not permit her to get up and go 
around, take a full bath or get out in the fresh 
air or ‘take exercise. It is that individual that 
we must be extremely firm with and then we get 
results. I am trying to make it a rule in my 
work that unless there is inhibition of strength 
I do not advise supplemental feeding. What has 
been the keynote of the work of the Section on 
Diseases of Children? ‘Breast feeding. Cer- 
tainly if their grandmothers could nurse their 
babies, the granddaughters can nurse theirs. Of 
course, we live in a different environment and 
we are apt to believe those things that come 
within our experience. We should try to change 
that environment. 

Dr. L. W. Elias, Asheville, N. C—Dr. Weston 
says that some of these babies are getting more 
milk than they need and are gaining. If we 
weigh the baby before and after nursing we can 
see whether it is gaining, or is being disturbed 
by lack of food. In no case should a baby be 
taken from the breast. If the baby is hungry 
from lack of food then you must increase the 
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stimulation of the breast. Therefore it seems 
most unwise to give supplemental feeding in place 
of a breast nursing. If you insist on doing that, 
because you feel the milk is causing too much 
trouble, then express. the milk from the breast 
and feed it in the proper quantity and convince 
yourself that it is all right; but by all means 
continue stimulating the breasts. That is a point 
I want to emphasize. The breasts should be 
nursed to the limit and then, when you do not get 
all the breast milk out, add expression, after- 
wards, until you get every drop from the breast, 
and you can greatly increase the amount as has 
been widely demonstrated by Dr. Sedgwick’s work 
in Minneapolis. If you start out with the belief. 
yourself that every mother can nurse her baby, it 
is then a much simpler matter to get enough 
milk. You will get results very much more 
quickly by encouraging ‘the mother to go on nurs- 
ing the baby, eat and exercise and stop worrying. 
Dr. Sedgwick’s rule regarding the mother’s food 
is, “give the mother whatever agrees with the 
husband.” 

Dr. B. Lammers, Louisville, Ky—The Doctor 
said that the well fed baby does not cry. I differ 
from that for this reason. I had a case which 
every time he was nursed, cried harder than ever. 
We tried nursing the baby every hour and we 
tried supplemental feeding. Finally the patient 
came to the office. The mother said, “Doctor, 
you must do something for this baby. We gave 
it a little bromide and it does not stop crying.” 
I said, “You have plenty of milk?” “Yes. 
nurse it freely and the baby cries worse than 
ever.” “Have you got a baby buggy?” “Why, 
yes.” “Put the baby out in the fresh air.” She 
came back some time later and said that as long 
as she kept the baby out in the fresh air it did 
not cry. What that baby needed was fresh air. 
That is the trouble with babies that cry at 3 in 
the morning. They are too warm, and what they 
need is a cold room. 

Another instance I will give you. I was called 
in to see-a baby about 9 o’clock in the morning. 
The baby. had cried all night and it was crying 
when I got there. The baby was in front of a 
red hot stove. I said, “Take that baby out on the 
sidewalk.” It was in February. That baby slept 
all day after being taken out. I told them after- 
wards that what they wanted to do was to let 
the fire out and let the baby have some fresh air. 

I have charge of an orphan home in which there 
are about 200 children, 40 of whom are babies. 
There was one little baby there about 10 or 12 
months old who cried continuously. I said to the 
Sister, “You have no porch, so put this baby out 
on the fire escape.” The next day the Sister said 
to me, “Why, Doctor, that baby slept all day.” 
Finally, when they brought it out, the little in- 
fant would point to the window. It was not a 
question of feeding, but of fresh air. This is the 
trouble with the first-born baby. The mother 
smothers it with covering. 

I was called in to see a baby three months old. 
The room was warm and the baby was bundled 
up. I said, “That baby needs a little more com- 
fort.” I laid a blanket on the table undressed 
the baby and laid it on the table. In two min- 
utes he was kicking and crowing. That was the 
trouble with the baby, he was not comfortable. 
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We all enjoy a nice cool room to sleep in., If 
you overheat your room you cannot sleep. If 
your room is open with plenty of fresh air, you 
go to sleep much more rapidly. The same thing 
is true of our babies. 


Dr. P. F. Barbour, Louisville, Ky—I think 
when a crying baby comes to you the first thing 
to determine is whether the baby is getting enough 
milk from the breast. The only way to tell is to 
weigh the baby before and after feeding. The 
next thing to determine is, if it is getting enough 
milk, is it of the proper quality? Then you have 
the milk analyzed. At the same time a mother’s 
milk that runs over 3 per cent fat may be too 
fat for the child’s digestion and there will be fat 
granules in the stool. If the milk is too strong in 
protein or too rich in fat, change the mother’s 
diet as far as possible, rearrange the feeding in- 
tervals so as to take care of that factor. 


I think one of the explanations of a baby cry- 
ing in the afternoon is this: The mother nurses 
the baby in the morning and she has more milk 
than the baby can take. The strippings remain 
in the breast. This is the fattest part of the milk 
and consequently at the next feeding the baby 
gets all the fat. Then your troubles are going to 
come in the afternoon, for the child is going to 
be in pain and discomfort and with this you will 
find that the stools will show fat granules. The 
point Dr. Elias brought out that the breast must 
be emptied each time is very important. See that 
the breast is emptied perfectly and if so, the milk 
the baby gets next time is going to be fairly 
normal in its consistency. 


Dr. J. Ross Snyder, Birmingham, Ala.—It does 
not make much difference whether we agree in 
full with Dr. Rosamond or not. We owe him a 
debt of gratitude for calling our attention to this 
hungry baby. There are hungry babies and it 
seems to me that we ought to study the subject 
of baby feeding a little more if we want to make 
southern pediatrics a howling success. We want 
to devote a little more attention to the study of 
breast milk problems. It does not do to say that 
breast milk is a panacea for all ills. We ought to 
recognize that breast feeding has its problems 
and that they ought to be studied. We owe that 
to the mothers of the country. It has occurred to 
me, in fact I know it to be true, that there are a 
number of these mothers who are neurotic and 
who have a deficient supply of milk from their 
lack of obstetric care. The obstetricians give too 
much care or not enough. They keep them in bed 
either too long or not long enough. They never 
seem to strike a happy medium. In investigating 
a good many of these cases I find mothers with 
more or less persistent subinvolution and it is ‘a 
fact that the obstetricians frequently do not check 
over their cases after they dismiss them from the 
hospital. They neglect them in too many in- 
stances. I have almost arrived at the point where 
I am willing to engage in combat with these ob- 
stetricians about taking their cases to the hos- 
pital for confinement. In the first place they spoil 
the babies there. They get a bad start in many 
instances. In the second place, the obstetrician 
does not take the mother there for her protec- 
tion. He takes her there for his convenience. 
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Dr. L. R. DeBuys, New Orleans, La—I want 
to make a remark about the function of the 
breast. Most mothers will give less milk at the 
late afternoon and evening nursings than at the 
morning nursings. It is also worthy of note that 
sometimes we find that the breasts do not func- 
tion alike, one giving much more than the other. 
In a case recently seen one breast gave five ounces 
and the other one ounce at the same time of the 
day. There was also a decided difference in the 
size of the breasts. 


Dr. Oliver W. Hill, Knoxville, Tenn.—There is 
one element which Dr. Rosamond did _ not 
mention which should be taken into con- 
sideration; the feeling on the part of the 
mother that she cannot nurse her baby. We all 
know of these mothers who have been taking 
cocoa, tea, coffee and anything because they have 
a morbid feeling that they have not enough milk. 
You can overcome this by telling the mother that 
you have a great many cards to play yet. If this 
one does not work, come around and you will try 
something else. Try Sedgwick’s method. The 
psychological element enters into this as much as 
any other element. If the baby cries we should 
be sure that its disturbance is digestive. I recall 
one baby who had a band made with a selvedge 
edge. He was all right except that he was being 
hurt. I have seen one or two little fellows who 
cried because they had an earache. We should 
be sure that the crying is due to digestive dis- 
turbances. The rules to be followed are as varied 
as hs patients we have and the results are as 
varied. 


I have to endorse Dr. Snyder’s views about the 
hospital. When a mother tells me, “I just came 
from the hospital,” I know what to expect. They 
feed the baby every little while. One nurse rocks 
him, then the other nurse, and the doctor says, 
“Just turn him over to Nurse Jane, she will fix 
him up,” and the baby comes away spoiled, 


Dr. C. E. Boynton, Atlanta, ‘'Ga.—There is just 
oné point that I want to stress. There is some 
difference of opinion about the baby who stays 
awake at night. I believe that sometimes this 
baby is hungry. This is true with the very young 
baby. I had the fact that hunger will prevent 
sleep brought home to me not long ago. I was 
extremely busy and had no lunch and no supper 
and got home at 3 a. m. I knew my dinner was 
in the refrigerator, but I went -to bed without 
eating. I could not sleep, so at 4 o’clock I went 
down and ate the cold supper, came back and 
went to sleep. 

Dr. L. T. Royster, Norfolk, Va.——When we get 
a good many opinions we sooner or later arrive at 
a common sense basis. I know nothing about Dr. 
Lammer’s medical ability, but he is a very keen 
observer. We cannot handle children from Nor- 
folk, New Orleans, St. Louis and Louisville all 
alike. We cannot handle the child that comes 
from the rural section of the country where the 
houses are stove-heated and which cool down at 
night, as we handle the children who are brought 
up in flats. Unfortunately my city is cursed with 
apartment houses. Most apartment houses range 
in heat from 70 to 80 and not from 60 to 70. 

Most of these mothers have been taught by 
mothers of the old school that every baby must 
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wear an abdominal binder. The abdominal 
binder is a relic of swaddling clothes of the pre- 
historic age. As soon as the cord falls off and 
needs no further dressing the abdominal binder is 
useless. No one was ever mechanical enough to 
put on an abdominal binder the proper way. Why 
should we dress a child in a house with a tem- 
perature of 70 to 75 degrees the same way that 
we would in a house with a temperature of only 
40 or 50? Why do we see babies coming to us 
in the middle of winter broken out with prickly 
heat, especially under the abdominal binder? I 
instruct the mothers in my own town to use cot- 
ton shirts all through the winter and when the 
children go outdoors to put on heavier outside 
clothing. That is one solution of the restless 
crying baby, 


Dr. J. G. DePuis, Lemon City, Fla—I want to 
lay a stress on one point that is, on the reception 
of the little one into the world, because we have 
to attend them afterwards. When they come we 
usually take them in regardless of surrounding 
temperature. When these little fellows are born 
they are immediately placed with a hot water 
bottle, prepared before the baby arrived, with a 
good warm towel or some soft linen over them. 
When the cord is cut the process is carried out: 
and that baby is not bathed and scrubbed in a 
temperature that would chill an adult. The baby 
instead of getting a water bath gets an olive oil 
bath. We prevent a great many of these so- 
called colic cases by doing this. I saw a baby 
recently which was quiet when it came. The 
mother sent for me in five or six days to know 
why the baby would not cry. That same mother 
sent for me in a week or ten days to stop the 
baby from crying from colicky pains. Something 
had happened. That baby had developed colic 
and an acidosis from carelessness of its sur- 
rounding temperature. 


Dr, S. A. Visanska, Atlanta, Ga—Colic is 
something that gives us all discomfort. I think 
a good bit of the colic is brought about at first 
by giving the usual dose of castor oil and binding 
the baby too tightly with a a binder and diaper, 
causing what you might call a stasis probably of 
the stomach and intestine, both large and small; 
and finally by the neurosis of the mother. Nerv- 
ous breast milk is not good milk for an infant. 
Milk from a nervous mother produces some ef- 
fect on the infant. I agree with one of the 
speakers that the average mother of today in high 
society belongs to one or two bridge clubs and 
she goes out, often eating very little lunch. They 
sit and play and nibble chocolates and pastry 
dishes. These women work harder than they 
do at home. If they worked hard at home, took 
the proper exercise in the home and on the street,. 
they would produce better milk and healthier 
milk and there would be less colic. The effect of 
the mind and nervous system on the mammary 
glands is considerable and plays an important 
part in the colic of infants. 


I do not say that is all of it, because I do be- 
lieve sometimes that there is what you might call 
a stasis of the stomach. The stomach does not 
empty itself even with breast milk at the proper 
times. Too frequent feeding will cause it. If you 
practised lavage more than you do, emptied out 
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‘the stomach to see if the breast milk is sent 
through the stomach into the intestine when you 
are feeding at two-hour intervals, I believe you 
would have less colic. 

Dr. McGuire Newton, Richmond, Va.—There 
are a number of causes for the crying baby. I 
wish to call your attention to one potent cause, 
which I have recognized frequently, that is, the 
proportion of babies that are brought to me that 
have been changed from one patent food to an- 
other, crying constantly on this food and that 
food. I find that the digestion is at fault and that 
it improves on fruit juices, and cereals and when 
the digestion is restored the most remarkable re- 
sults follow. 

Dr. Rosamond (closing).—I wish to agree with 
what Dr. Lammers and Dr. Royster said except 
this: a baby that is too hot does not cry at a 
particular time of the day. If the baby sleeps on 
a thin mattress and in a well ventilated room, 
the baby may be too cold. Then he does cry at 
a particular time each day. In eighteen years of 
practice cases of true colic where the baby is dis- 
tended with gas and screaming with pain can 
be counted on the fingers of two hands. I do not 
know whether I have been particularly fortunate 
or not. I mean that the severe cases of true colic 
are few and far between, while it is a daily oc- 
currence to be called in by a new mother who 
says, “Doctor, my baby has three months colic; 
we have called you in consultation simply be- 
cause we have done everything that everybody 
has suggested.” This baby is hungry and when 
I suggest to the family doctor that the baby is 
hungry, the mother says, “Dr. Rosamond, I want 
to disagree with you; I have enough milk to float 
a battleship.” As Dr. Wilson said, there is noth- 
ing so uncertain as a mother’s statement of the 
amount of milk she has, 

There is nothing that is so much trouble as 
weighing a baby before and after eating. That 
means a balanced scale and hauling one out in 
your automobile. You have got to weigh after 
every single nursing period, because as Dr. De- 
Buys said, one nursing does not represent at all 
what the baby gets. He may get 2 ounces and be 
perfectly satisfied and he may get 8 ounces and 
not be satisfied. The individual breast varies in 
quantity with the time of the day. I believe that 
with cases where there is a mistaken diagnosis 
of colic, when the underlying cause is really hun- 
ger and when the mother’s worry has upset her 
milk, if you simply shut that infant up by filling 
his stomach fue the mother’s milk will become 
well balanced and the baby will go on and get 
rid of the digestive disturbance. The original 
cause of the trouble is hunger. Colic is simply 
the result of the unbalanced milk. The best way 
to balance that milk is to continue to preserve 
the regular nursing intervals and to hush the 
baby’s cries so the mother’s mind will become 
easy. We cannot have an adequate milk produc- 
tion unless we have contented mothers. Milk 

roduction is associated in all of our minds with 
find-faced cows, green pastures and contentment. 
The man that said much in a few words was the 
man who wrote the advertisement for Carnation 
milk—“milk from contented cows.” I believe he 
practiced medicine before he went into adver- 
tising. 
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THE NUTRITION CLASS: ITS VALUE 
TO THE PEDIATRIST* 


By FRANK HOWARD RICHARDSON, M.D., 
Black Mountain, N. C., and Brooklyn, N. Y. 


Probably no one movement has appeared 
in the last fifty years more pregnant with 
possibilities for the betterment of the chil- 
dren of this country than what I have 
called, for want of a better term, the 
“Nutrition Class Idea.” This whole move- 
ment has occupied such an important part 
in the pediatric literature of yesterday and 
today, and is so familiar to every worker 
along child health lines, that I shall not 
attempt here to go into details with re- 
gard to the running of a nutrition class. In 
order, however, to bring the matter clearly 
before our minds, I shall briefly sketch the 
underlying principles on which the work 
is based. 

The first of these principles is the recog- 
nition of the existence of a clinical entity, 
malnutrition, with well understood etiol- 
ogy and pathology, and definite signs and 
symptoms, some of them pathognomic of 
the condition. Chief among these is 
marked deficiency in the weight, in rela- 
tion to the age and height. The second 
principle is the recognition of a twofold 
etiology. That is, malnutrition is due 
either to some physical defect, often to be 
discovered only after a complete, exhaus- 
tive physical examination; or to some 
faulty habit of life, to be discovered only 
by the aid of an equally exhaustive history- 
taking, and skilled home visiting by a 
trained social service nurse, known tech- 
nically as a “nutrition worker.” The third 
principle consists in the application of the 
old familiar class method to the therapy of 
this comparatively recent arrival among 
the known disease entities. 


The recognition of the existence of this 
condition of malnutrition goes back to time 
out of mind, when prehistoric grandmoth- 
ers called youngsters “puny,” “peaked,” 
“sickly,” “failing,” “pining,” “declining,” 
or any one of a dozen other descriptive 
adjectives. The earliest scientific recogni- 


*Read in the Section on Pediatrics, Southern 
Medical Association Fourteenth Annual Meeting, 
Louisville, Ky., Nov. 15-18, 1920. 
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tion of the disease was by Newman, of 
England, at the time of the Boer War, 
when three out of five of all the recruits 
for the British army (and remember, 
these were not drafted men, but volun- 
teers,.anxious to go, and so presumably in 
good health, and fairly young and active) 
were rejected because of the presence of 
physical defects, most of which were rec- 
ognized as being of a sort that were pre- 
ventable during childhood. An attempt 
was made to combat this by the wholesale 
institution of school lunches throughout 
England. : 

The history of the application of the 
class method to the treatment of malnutri- 
tion is equally interesting. Starting with 
the age-old custom of employing the class 
method for teaching anything, we find 
Minor, of Asheville, in 1890, applying the 
class method for instructing ambulant pri- 
vate cases of tuberculosis in the regimen 
essential to their treatment, for the first 
time, in this country at least, employing 
the class method in the treatment of dis- 
ease. In 1905, Pratt, in Boston, as part of 
the work of the Emanuel Movement, had a 
class for instructing patients with tuber- 
culosis. In 1908, Emerson, of Tufts Col- 
lege, Boston, the pioneer in the recognition 
and treatment of malnutrition in this 
country, picked out fifteen of the worst 
cases of malnutrition he could find from 
the Boston City Dispensary, and grouped 
them in what was to become the pioneer 
nutrition class. Following him, came 
Charles Hendee Smith, who became inter- 
ested in the problem in 1914 and ’15, while 
at the Vanderbilt Clinit, New York; and 
in 1916 commenced in the Outpatient De- 
partment of Bellevue Hospital the first 
nutrition class to be started in that city. 

After him came the deluge of the rest 
of us, until today every corner of the land 
has awakened to the presence of a vast 
amount of wasted child-power. Not the 
least potent of the agencies concerned in 
bringing all this about, have been the dis- 
closures of similar conditions by our army 
surgeons and the examining physicians of 
our draft boards, which have driven home 
the surprising findings of wholesale pre- 
ventable conditions, allowed to develop in 
childhood, among what we had fondly con- 
sidered the flower of our young manhood. 


NUTRITION CLASS 115 


The conduct of a nutrition class, as you 
know, is about as follows: One or more 
children’s men examine completely all 
children applying for admission to the 
class, or referred to it by social workers, 
other physicians, or the pediatric ward of 
the hospital itself, which frequently turns 
over all its children on discharge to the 
class for the further attention necessary to. 
complete their cure. The pediatricians 
should, if possible, be able to supplement 
their examinations where necessary by 
calling in other specialists, such as eye 
men, neurologists, orthopedists, dentists, 
etc., usually available on the staff of the 
hospital in connection with which the class 
is being maintained. All physical findings, 
together with those of a trained history 
taker, are noted on a very comprehensive 
blank form, Fig. 1, a, b and c, which should 
cover every phase of the child’s physical 
and mental life and health. A summary 
of all defects found, including the numebr 
of pounds below what is normal for a 


child of such age and height (taken from 


card shown in Fig. 2), occupies a promi- 
nent position on this blank. A tag with 
actual weight, expected weight, and the 
“Rules of the Game,” is given each child. 
A large demonstration wall chart (Fig. 4) 
is then started for each child, on which a 
worker charts his weight each week. On 
this can be pasted variously colored and 
shaped seals, stars and labels, each a rec- 
ognition of some point in the suggested 
health program that the child may have 
carried out during the week preceding, 
such as the taking of the daily nap, the 
morning or afternoon additional lunch, the 
washing of the hands before each meal, 
the twice-a-day brushing of teeth, etc., 
which are outlined as necessary by one of 
the doctors in the little health talk that is 
part of each weekly session. At these 
weekly revisits, each child is weighed and 
his weight charted, seals are awarded for 
satisfactory reports brought in, lists of 
foods taken are criticized, and comments 
or praise are handed out by doctors and 
volunteer aides, usually girls who are re- 
cruited from among those who gained 
some little experience in Red Cross work 
during the war. Much of the routine, 
non-medical, and clerical work can best be 
done by these aides, who thus “spread out” 
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the available medical talent to its greatest 
possible extent. Especial praise is meted 
out to youngsters who have had the pluck 
to have any physical defects removed, 
as having tonsils and adenoids operated on, 
bad teeth treated or removed. etc.; for it is 
recognized that if malnutrition is due to 
some remediable defect, it will probably 
persist until this defect is removed, all 
other measures meanwhile being unavail- 
ing to accomplish a cure. In our nutri- 
tion class at the Brooklyn Hospital Chil- 
dren’s Clinic, we make a point of giving 
absolutely no medicine, so that we can 
properly evaluate the improvement made 
by those enrolled. The old familiar so- 
called “tonics,” iron, hypophosphates, ar- 
senic, and cod liver oil, are especially an- 
athema to the man who has followed the 
results of this method. I shall not detain 
you to enumerate the striking changes 
brought about in special cases; and the 
general improvement accomplished in the 
ordinary case. The very recent literature 
is full of data that will well repay careful 
study, and will bring out these facts be- 
yond all peradventure. Donnelly and 
Ruderman, in a recent paper before the 
Medical Society of the County of Kings, 
which will appear shortly in the New York 
Medical Journal, have recorded the results 
of our class in a preliminary report of its 
first six months; and similar experiences 
at the hands of others who have followed 
out the work may be found in almost every 
issue of the pediatric press. Suffice it to 
say, and I know that no man here who has 
added a nutrition class to his hospital serv- 
ice will dispute it, that no one who has 
once seen the working out of such an ex- 
periment, will ever be satisfied to carry on 
work among children without this wonder- 
ful and powerful addition to his armamen- 
tarium. Fig. 5 is an adaption of Dr. Chas. 
Hendee Smith’s suggested diet list, which 
is given to the mothers. Fig. 6 is the two- 
‘day record that is to be filled out and 
brought in each week, so that calories may 
be checked up ; two days being considered a 
fair sample of the whole week’s regimen. 

The idea of the general, searching 
physical examination, such a vital part of 
the nutrition class, is no new one. Life in- 
surance companies, life extension and 
health institutes, group medicine and diag- 
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nostic clinics, and the army and draft 
board examinations, each has contributed 
its quota toward making this eminently 
sensible procedure an eminently popular 
one among the laity, who have been quick 
to see its potentialities for good, and to 
want it for their children, even if they are 
lax about getting it for themselves. Per- 
haps the commonest and most widely ap- 
plied example is the school] examination, 
though its absolute powerlessness to ac- 
complish the correction of the errors that 
it points out, is proverbial. This was well 
brought out by Dr. Lord, City School Phy- 
sician of Asheville, at Charlotte last year. 


The idea of the nutrition worker, by 
whose field work faulty home conditions 
are discovered and the instructions of the 
doctors with regard to the correction of 
the faults of daily living are reenforced 
and made effective, is simply an adaptation 
to the needs of this kind of work, of the 
conception of the social service nurse, first 
made familiar to the medical and hospital 
and social world by Cabot, of Boston. 


Gain in weight is taken as the arbitrary 
criterion of the success of the nutrition 
class in the individual child; and yet it is 
not arbitrarily taken, either. For the un- 
derweight child who gains in weight al- 
ways shows, hand in hand with his gain, 
such other signs of improvement, that the 
most captious critic cannot deny that his 
increased weight is a sign of his improved 
general condition. Emerson, in a talk that 
I had with him in Boston recently, went 
so far as to say that if an underweight 
child fails to gain®* back to normal weight 
for his age and height in three or four 
months under the regimen of the nutrition 
class, this is in itself a definite indication 
either that he is not carrying out the rules 
of the game, or that the pediatrician has 
failed to discover and to remove the under- 
lying cause of his condition. To the man 
who is actually doing the work, this is 
rather a hard saying, for frequently the 
gain in weight is by no means as easy to 
obtain as one might think. But I believe 
it is a pretty fair assumption that a fail- 
ure to gain does imply some failure either 
in diagnosis or in carrying out treatment. 


But our subject today is the value of the 
nutrition class to the pediatrist, and in this 
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we must include its value to him in his 
private practice and in his public health 
work, as well as in his clinic and hospital 
relationship, which we have already con- 
sidered. I must confess that for a year 
following my full conversion to the nutri- 
tion class idea, and my adoption of it as 
the pet department of my pediatric clinic 
at the Brooklyn Hospital, I lagged sadly 
behind in applying it in my private work. 
The class feature, such an outstanding 
part of -the work, seemed utterly unfitted 
to the demands of private work in the of- 
fice. And yet, here we were getting re- 
sults in the clinic, with free patients, which 
were denied private patients whose par- 
ents were paying for our services. This 
seemed a paradoxical state of affairs, to 
say the least. Parts of the scheme were of 
course already embodied in private work, 
such as the complete examination, supple- 
mented by the services of the appropriate 
specialist; the routine history taking; the 
regular weighing and charting of weight 
where its graphic effect could be had; the 
elimination of candy and sweets complete- 
ly, as well as the forbidding of all between- 
meals nibbling; the insistence upon the 
daily afternoon nap followed by the three 
o’clock luncheon; the minute questioning 
of parent and child to determine what par- 
ticular points were in need of special 
stressing. But the uniformly good results 
that we had come to expect in the nutri- 
tion class were not being paralleled in the 
- office; and I coveted just such results for 
my private patients. 

Here again Emerson came to my rescue. 
He has gone so far as to adopt in his own 
private practice, at his own office, the ma- 
chinery and tactics of the hospital nutri- 
tion class, gathering together there a 
group of children and mothers, for 
the-group application of these modern 
methods of treating malnutrition. For 
this work he utilizes his trained clinic nu- 
trition worker, who prepares each case for 
him in the office, just as she is accustomed 
to do in the Out Patient Department. In 
other words, he has realized the great 
-basic truth that “mothers is mothers,” 
whether they be rich, in moderate circum- 
stances, or poor; and that what will work 
with them in one place will work in an- 
other. He has found that the theoretical 
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objections to such a plan disappear in 
actual practice; that competition, friendly 
interest, and neighborliness are aroused; ° 
and that frequently the more fortunately 
circumstanced mother may gain most 
practical points and helpful suggestions 
from the one less happily situated, when 
it comes to the all-important question of 
what each can do for her child. 

Let me cite a type of case in which this 
nutrition class method has proved most 
helpful, in my experience. It is perhaps 
seen and recognized more frequently in 
referred or consultation work; though it 
seems to me it must be commonest in the 
practice of the family doctor, who until 
this new idea came to his aid was almost 
helpless in curing such a case. In my sum- 
mer work in the mountainous resort coun- 
try of western North Carolina, I see many,. 
many children who are sent up to me with 
a diagnosis of “malaria,” a diagnosis made 
perhaps by the family doctor, but certainly 
made by the family, for if the doctor does: 
not make this diagnosis, the family or some 
kind neighbor does! The history of the 
child’s having been bitten by a mosquito 
is always present. He is peaked, puny, 
has occasional attacks of fever, sometimes 
accompanied by chills. Who, in the pres- 
ence of this damning chain of circum- 
stantial evidence, shall have the hardihood 
to fail to make the diagnosis of malaria, or 
who shall look any further for other cause! 
These children have been veritably fed on 
calomel and quinin. In fact, a most in- 
telligent mother who was doing her best to 
follow directions, said to me plaintively, 
“But, doctor, how can my boy get well, 
when you are not giving him any medi- 
cine?” The fact that a whole bureau-top : 


full of bottles and pills, faithfully and con- 


tinuously administered over a period of 
years, had so far failed to cure him, had 
never shaken her faith in her old diagnosis: 
of malaria, or her old friends, calomel, 
gray powder, castor oil, and quinin. When 
this new thought was presented to her, 
she was quick to see the point, especially 
after a day of light diet, packs, and rest in 
bed, without any drugs, had brought him 
to the end of his attack, something which 
had never occurred before without the ex- 
hibition of an appalling array of drugs.. 
Failure to find the offending plasmodium 
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is of course of no help in ruling out the 
possibilitiy of malaria; because enough 
quinin to make its detection impossible, has 
almost always been given previously. At- 
tempts to gain the faith and the co-opera- 
tion of parents, to the extent of treating 
these cases without either castor oil, calo- 
mel, or quinin, and simply by the regimen 
of the nutrition class, are at first ludic- 
rously ineffectual. They tell us, “Oh, you 
doctors from the mountains, or from the 
city, as the case may be, don’t understand 
malaria. Why, my child is simply full of 
malaria!” Or, “But doctor, what must I 
do to make his bowels act freely?” In ac- 
quiring the necessary confidence and co- 
operation, mothers of children who have 
already been through this experience, and 
have seen these malnutrition cases clear up 
without a smell of anti-malarial medica- 
tion or without a drop of cathartic, prove 
a tower of strength. And the class meth- 
od, with its enthusiastic mothers and its 
healthy children, whose gains are visual- 
ized by their graphic charts, is almost an 
essential to the children’s man in dealing 
with such youngsters. 

Careful questioning, or frequently even 
the most cursory observation, for that 
matter, will usually demonstrate the fact 
that these children, though frequently 
from the very best families, have habits of 
diet and regimen that are simply ap- 
palling. Their food is almost invariably 
smothered in sugar (“he wouldn’t eat any- 
thing, if I didn’t cover it with sugar!’’). 
They are perpetually eating and drinking 
and chewing between meals, candy, chew- 
ing-gum, sweet drinks, coca-colas, ice 
cream cones, being among the worst of- 


fenders. They spend their evenings at the - 


“movies” or playing late in the streets, 
thus adding eye-strain and _ insufficient 
sleep to their vicious irregularities of diet. 

In addition to castor oil, calomel and 
quinin in plenteous amounts, these chil- 
dren are certain to have been dosed up on 
so-called “tonics” of all sorts. Tonsils and 
adenoids may be large and menacing; or 
they may have been well or poorly re- 
moved. In spite of their good social 
standing, their teeth are probably a cry- 
ing scandal, a trip to the dentist being be- 
yond the daring of the bravest relative, who 
dreads the storm it would cause! 
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An example of the adaptability of the 
nutrition class idea to the needs of com- 
munity welfare and public health work, 
and its power to vitalize the proverbially 
impotent school examination, by combin- 
ing Federal, State, county, town, and pri- 
vate agencies, is being brought out in one 
of the smaller towns of western North Car- 
olina. Last fall, the Parent-Teacher Asso- 
ciation here started a campaign for a 
school examination of three hundred odd 
children in the Union Public School, some- 
thing that had never before been at- 
tempted. This was planned according to 
the outline furnished by the North Caro- 
lina State Board of Health, and embodied 
on a card, worked out most carefully by 
Dr. George M. Cooper, Medical Director 
of School Examinations. It was carried 
out under the direction of the Association 
itself, which also furnished volunteer 
aides in sufficient numbers to conduct the 
weighing, measuring, etc. Each teacher 
did the clerical work for the children of 
her own class. A trained nurse and a Y. 
W. C. A. worker home on leave from the 
devastated area in France were pressed 
into service, for the search for pediculi. 
The one dentist of the community made a 
most careful, detailed examination of the 
teeth, charting his findings in each case. 
The doctors of the town, assisted by the 
full-time County Health Officer, covered 
the strictly technical, medical part of the 
examination. The State Board of Health, 
after receiving an estimate from the den- 
tist, plans to retain him to do the work of 
the limited nature attempted by the 
State, namely, cleaning, extracting, and 
putting in simple fillings, accompanying 
his work by a running commentary of in- 
struction on the care of the mouth. Such 
dental demonstration work, done else- 
where in the State, has never failed to 
arouse sufficient interest in both children 
and parents to induce them to pay for 
whatever more elaborate work is neces- 
sary to complete the job. 

The State also plans to provide for the 
relief of the worst mouth breathers, by 
some modification of its policy of creating 
emergency tonsil and adenoid clinics. 
These are prepared for by the follow-up 
work of their specially trained social serv- 
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ice worker, who visits the parents of these 
children in their homes, and prevails upon 
them to allow the work to be done. Other 
specially emergent cases are being placed 
with the appropriate specialists in the 
neighboring medical center of Asheville, 
through the activities of the full-time 
County Health Officer, who has access to 
all the records, and can assign such cases 
for treatment at reduced rates, using 
county funds placed at his disposal for 
those who can afford nothing. A scale has 
been installed as a part of the permanent 
equipment of the school, and the whole 
teaching force has become committed en- 
thusiastically to the monthly weighing 
plan. All weights in each class are re- 
corded on a class room weight record 
chart (Fig. 7), published for such use by 
the Child Health Organization, so that he 
may read who runs. Next spring, at the 
close of the school year, these will be 
worked over with the aid of the County 
Health Officer, to find what children are 
below their expected weight for age and 
height, or have failed to make the proper 
monthly gain, as indicated by the tables at 
the bottom of the wall chart. These chil- 
dren will be urged to join the nutrition 
classes that are to be maintained during 
the vacation, and their gains in weight and 
general well-being will be compared at the 
end of the summer with those of their com- 
rades who have not had such special atten- 
tion. In addition to the improvement to 
be derived by the children, this will give 
us an excellent opportunity of evaluating 
the results of the nutrition class regimen, 
by comparing this group with a similar 
group who have been left untreated. 

As a prerequisite to the intensive work 
to be done in these nutrition classes, each of 
these children will have a very careful his- 
tory taken by an experienced worker, later 
verified and amplified by a home visit. We 
hope eventually to have a permanent school 
nurse, supported by the local Red Cross 
Chapter, who can do this work during the 
summer, when her school duties leave her 
free. The child will then be examined 
from top to toe by a pediatrist. This ex- 
amination will be supplemented, when in- 
dicated, by further special study at the 
hands of the oculist, the ear, nose and 
throat man, the orthopedist, the dentist, 
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and the laboratory and x-ray man, who go 
to make up the staff of a diagnostic group 
for children that is being organized for 
work during ensuing summers. The child 
will then be assigned to the nutrition class 
nearest where he lives, whether that be in 
the school house itself, or at one of the 
three neighboring summer conference cen- 
ters. This will throw him in contact 
with children from wealthier surround- 
ings, which it is believed will be of distinct 
advantage to him and to them. We do not 
like to attempt to classify folks into differ- 
ent social strata in North Carolina, in med- 
ical work. Here all the forces of the nu- 
trition class that we have been discussing, 
medical, social, and personal, will be 
brought to bear upon him. Follow-up vis- 
its will be made by the nutrition worker to 
his home, to see that he takes his daily aft- 
ernoon nap and afternoon luncheon, and 
his daily quart of milk. She can also find 
out whether he is obeying the statute for- 
bidding any sweets whatsoever, and any 
bites between his four stated meal times; 
and whether his mother is preparing prop- 
erly the proper food for him to take at 
those meal times. Unless all previous ex- 
perience fails, we shall have a most in- 
structive and stimulating report to make 
at the beginning of the next school year. 
It is hoped that a year-round nutrition 
class, as well as an outdoor class for deli- 
cate and backward children, may become 
an added part of the school equipment, 
which already boasts one very valuable nu- 
tritional feature, the hot school luncheon. 


The time has gone by, never to return, 
when the field of pediatrics can be con- 
ceived of as being that small portion of the 
province of internal medicine fenced off 
by the establishment of an arbitrary 
twelve-year age limit. As long as it was 
that, with its patient looked at as a dimin- 
utive adult, and therapy based upon a 
fractional rule, there was much to be said 
for the view, still prevalent among many 
general practitioners and internists, that 
there is no such specialty as pediatrics, 
which they cleim as simply a small part 
of their field. Unless the pediatrist can 
look upon the child from a standpoint far 
removed from this, one which takes into 
account every factor, mental, educational, 
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postural, emotional, nutritional, tempera- 
mental, which differentiates the child 
from the adult, then there is in truth no 
excuse for his existence. The true pedi- 
atrist must concern himself with the medi- 
cal side, it is true; but that is perhaps the 
smallest part of his labors. He must be 
able to evaluate the harmful effects upon 
the little organism, of malocclusion, of 
_ faulty posture, of defective mentality, of 
under-nutrition, of wrong and unsympa- 
thetic attempts at discipline, of false edu- 
cational efforts and false social values, of 
eye-strain and soul-strain, if you will; 
evaluate them after he has first diagnosed 
them, and then be able to bring to bear the 
factors that shall correct them, in order to 
bring about that highest consummation, 
“gana mens in corpore sano.” Call it pre- 
ventive medicine for children, if you will; 
but go farther and call it constructive 
medicine. This is what every pediatrist 
worthy of the name has dreamed of; but 
we all know how hopelessly huge such a 
conception of his duty must be, to the man 
who is trying to minister to any number 
of children. The nutrition class, as I con- 
ceive it, is the first definite effort, on any 
scale large enough to make it practical, to 
apply this ideal to the children of our land. 
It is the first workable and working effort 
to co-ordinate all the scattered forces, that 
we know in the abstract should be brought 
to bear upon each child, and yet that are so 
hard to exhibit, when it comes down to the 
treatment of the individual, concrete case, 
the child before you. 


DISCUSSION 


Dr. E. A. Hines, Seneca, S. C—As chairman 
of the Public Health Section, I have interested 
myself for the past year to some extent in this 
problem. I am sorry I cannot discuss it from 
the standpoint of actual experience with classes 
such as Dr. Richardson has brought before you. 
From the general standpoint, statistics show that 
malnutrition in this country has risen from 5 per 
cent to 20 per cent. The statistics in New York 
City show that malnutrition since 1914 has in- 
creased from 5 per cent up to 19 per cent. I have 
interested myself particularly in this problem 
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from the public health standpoint. We have been 
impressed by the studies of McCollum and his 
associates at the Hopkins School of Public Health. 
I have made it my business recently to go to 
Washington and approach the Department of Ag- 
riculture and ask them what they can do for us 
in the South on the subject of nutrition and the 
food value of milk. I was informed that they 
had decided to come down south and carry 
out a demonstration very similar to the one the 
Doctor has shown you. On November 22, we 
shall have a conference at the State Agricultural 
College in South Carolina with the government 
authorities, and others, which I think will be the 
beginning of such conferences all through the 
Southern states. I am just at this moment mak- 
ing some investigations in the public schools of 
the little city in which I live. There are about 
1000 pupils in these schools. It surprised me to 
learn that only a small percentage of the chil- 
dren in the primary grade, children about 6 years 
of age, drank milk. Most of them drank it ir- 
regularly, some drank one glass of milk a day, 
some two. Another surprising thing, as the ages 
increased toward 10 or 12 years they were drink- 
ing a little more, possibly two or three glasses of 
milk a day, but the point is that only 25 per cent 
of those little tots were getting any milk sys- 
tematically at all. Yet we think we live in one 
of the most prosperous sections of the South, the 
Piedmont section of South Carolina. 


Dr. William Weston, Columbia S. C.—If Dr. 
Hines will go back a little in his memory, he will 
remember in 1908 these matters were investi- 
gated both in New York City and Boston by some 
— in South Carolina. So important we be- 
ieved they were to the people, that they were 
embodied in a bill which twice passed the Senate 
and the House of South Carolina and was twice 
vetoed by the Governor. Those bills were adopted 
on a limited scale in 1909 by two children’s clinics 
we had in South Carolina, and I want to say they 
have produced most remarkable effects upon those 
children, especially upon those children who were 
formerly infected with malaria, uncinariasis, etc., 
the poorly nourished children. 


The last point I want to bring up is this, that 
in all probability 40 per cent of the population’s 
future health will be determined by the time the 
child reaches two years of age, and that 95 per 
cent will be determined by the time the child 
reaches seven years of age. Therefore, you can 
see it is of the utmost importance to those who 
are deeply interested in children’s welfare to see 
that these measures are carried into effect which 
the Doctor has suggested. See that these children 
get a balanced diet. See that they have no tuber- 
culosis. See that their teeth are in good condi- 
tion, especially the six year molars. In all 
probability after a period of seven years of such 
care those individuals will be pretty well capable 
of taking care of themseives. 
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PEDIATRICS AND PUBLIC HEALTH 
SYMPOSIUM ON COMMUNICABLE DISEASES 


SYMPTOMATOLOGY OF COMMUNI- 
CABLE DISEASES OF 
CHILDHOOD* 


By OWEN H. WILSON, M.D., 
Nashville, Tenn. 


It is manifestly impossible to make an 
exhaustive discussion of the symptoms of 
contagious diseases in the brief time al- 
lotted to this paper. I limit it, therefore, 
to the enumeration of those symptoms nec- 
essary to the prompt diagnosis which is 
essential in prevention and treatment. 
Unfortunately most of these diseases are 
very contagious during the invasive stage 
before they are diagnosed, and prospective 
patients are even attending school spread- 
ing infection broadcast. This is conspicu- 
ously true of measles and whooping cough, 
the most contagious of all. 


MEASLES 


The stage of incubation is usually seven 
to fourteen days and should be without 
symptoms. However, if the temperature 
of exposed children is carefully taken, a 
slight rise will be noted in nearly all of 
them two or three days before catarrhal 
symptoms begin. This may explain the 
variation in the length of the stages of in- 
cubation and invasion. 


The stage of invasion is generally de- 
scribed as beginning with a head cold, with 
gradually increasing temperature with 
slight morning remission, lasting three to 
five days, until the rash appears. During ° 
this time the disease is highly contagious 
and its early recognition is of utmost im- 
portance in limiting its spread. 

It differs from an ordinary head cold in 
that the temperature is higher and symp- 
toms gradually increase instead of dimin- 
ishing. There is more involvement of the 
conjunctiva, possibly photophobia. The 


*Read in Symposium on Communicable Dis- 
eases, joint session of Section on Pediatrics and 
Section on Public Health, Southern Medical As- 
sociation, Fourteenth Annual Meeting, Louisville, 
Ky., Nov. 15-18, 1920. 


cough is more intense, more croupy, and 
altogether the symptoms seem too aggra- 
vated for a simple cold with no bronchial 
involvement. 

Such is the usual description of the in- 
vasive stage. A more common mode of 
onset is the abrupt rise of temperature on 
what is called the first day, though a care- 
ful investigation will usually bring out the 
existence of malaise for a day or two pre- 
ceding. The child is quite ill. 
symptoms are not advanced enough to give 
a hint as to the real cause. The next day 
there is some improvement, though the ca- 
tarrhal symptoms have increased. The 
third and fourth day he is sent to school 
to spread the disease promiscuously. This 
mode of onset, I believe, is more common 
than the text book description of gradually 
increasing symptoms. 


It is extremely important to recognize 
measles in the invasive stage, and no other 
symptom or sign is as pathognomonic as 
the enanthem, popularized, if not first de- 
scribed, by Koplik. This consists in a 
number of small bluish white specks with 
a pinkish base situated on the buccal mu- 
cous membrane. Their importance consists 
in that they appear two or three days be- 
fore the exanthem. Koplik even states that 
they appear with the first symptoms of 
illness. One should never doubt their ex- 
istence unless the mouth has been exam- 
ined in good sunlight. 


The eruptive stage presents the charac- 
teristic exanthem, a papular eruption ap- 
pearing on the forehead and face near the 
edge of the hair and covering the entire 
body, usually in forty-eight hours, asso- 
ciated with increased catarrhal and febrile 
symtpoms, and usually extreme nausea and 
vomiting, sometimes abdominal pain. This 
lasts about three days, then begins to fade, 
being much fainter in the mornings than 
in the afternoons. 


Then begins the period of desquamation, 
which is first seen on the chest and per- 
sists about two weeks. Griffith says they 


all desquamate, though I often fail to see 


Catarrhal . 
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it. This stage should be free from symp- 
toms except a continuance of the cough, 
watery eyes, general depression and ane- 
mia. A persistent temperature or a sud- 
den rise during this stage signifies a com- 
plication. 

Here I wish to record my experience that 
it is rare that measles or any other con- 
tagious disease begins with a convulsion 
as is so frequently referred to in text books. 

PERTUSSIS 

After a period of incubation of seven to 
fourteen days, the child begins to mani- 
fest symptoms of a head cold, associated 
with an extremely annoying cough, worse 
at night, with no physical signs to explain 
it. There may be nothing to excite suspi- 
cion, but instead of improving as expected 
after a lapse of four or five days, the 
cough grows worse, and there is a slight 
rise of temperature and extreme listless- 
ness, though otherwise no symptoms, dur- 
ing this first or catarrhal stage before the 
whoop begins. The child continues at 
school, though it is probably most conta- 
gious during this period. We long here for 
some Koplik or other kind of spots to help 
us protect other little fellows. 

After four or five days, unlike a common 
cold, the cough increases in intensity but 
decreases in frequency, with a tendency 
to bunch or come in spells once an hour, 
more or less. Vomiting is often associated 
with it. It finally merges into the paroxys- 
mal stage of typical whooving cough. Up 
to this time it has not been possible to 
make a certain diagnosis. It may be sus- 
pected by the intensity of the cough, espe- 
cially at night, by the tendency to vomit 
after coughing, and by puffy eyelids. 

A differential blood count may even now 


show a high leucocytosis With an increased - 


proportion of lymphocytes, though this 
change is more marked in the paroxysmal 
stage, reached only after two weeks of 
coughing. In this stage the cough is con- 
centrated to a spell every hour, more or 
less. The child evidently has some pre- 
monition, then begins rapidly coughing, 
with no opportunity of getting breath be- 
tween times. The face and head congest. 
Finally a deep inspiration through the nar- 
rowed glottis gives a characteristic whoop. 
Then again a series of rapid coughs with 
another whoop, and so on for three or four 
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times until he expels a stringy mucous 
mass. Then there is usually vomiting, due 
to the mechanical churning up of the stom- 
ach contents. After a few minutes he re- 
covers from his exhaustion and is as wel! 
as ever. 

During this stage there is a slight tem- 
perature, usually under a hundred, listless- 
ness, loss of appetite and the white blood 
count is greater than in any other practi- 
cally afrebile respiratory condition, reach- 
ing twenty-five to thirty thousand with a 
marked lymphocytosis. The paroxysmal 
stage lasts four weeks, two weeks with the 
spells increasing in violence and fre- 
quency, and two weeks declining. 


The peculiar whoop may recur with any 
succeeding irritation of the larnyx for sev- 
eral months afterwards, though it is doubt- 
ful whether the disease is contagious after 
the first four weeks from its onset. The 
whoop and the communicability of the dis- 
ease are the only two distinctive features. 
Very frail babies or mild cases may not 
whoop. The diagnosis can only be estab- 
lished by the fact that it has proven con- 
tagious to others. 


SCARLET FEVER 


After an incubation of one to seven 
days, oftener about three, the stage of in- 
vasion begins abruptly with a rapid rise of 
temperature, reaching its acme on the sec- 
ond day, a sore throat, with repeated vom- 
iting, usually without nausea. 

There is intense redness of the entire 
throat, tonsils, uvula and fauces. White 
patches rarely come before the second day 
if at all. Any case of vomiting and sore 
throat with fever should excite suspicion of 
scarlet. The three diagnostic points are 
rash, fever and angina. 

After a short invasive stage of twenty- 
four hours a punctate, red rash appears 
first at the roof of the neck (Kerley says 
on lower abdomen) and rapidly spreads 
over the entire body, except that it never 
involves the central part of the face. 

There is often intense itching. The se- 
verity of the rash varies greatly. In some 
cases it may be only seen in the axillae, 
bends of the elbows, groins and lumbar re- 
gion, though it generally produces a red- 
ness which quickly covers the body. 
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The pulse is extremely accelerated. 
There may be cervical glandular enlarge- 
ment and cellulitis. The temperature 
reaches its maximum on the second day, 
then gradually recedes. As a rule the 
height of the temperature prognosticates 
the intensity of the attack. 


The entire throat is red. The intensity 
of the angina, varying from a light blush 
to a bluish congestion, forecasts also the de- 
gree of infection. After two or three days 
white flakes may appear which the micro- 
scope has demonstrated to be streptococcic 
in origin, not diphtheritic as formerly sup- 
posed. 


The symptoms gradually disappear and 
desquamation begins about the seventh or 
eighth day, much more pronounced than 
in measles, and usually persists three or 
four weeks. 


Scarlet fever is an honest disease. The 
incubation is short and its source can usu- 
ally be traced. The child is sick from the 
start and does not spread it during the 
invasive stage. 
throat usually prognosticate from the very 
beginning the severity of the attack. 


DIPHTHERIA 


While the microscope is the court of last 
resort in the diagnosis of diphtheria, one 
should emphasize the means by which a 
rapid and fairly accurate diagnosis can be 
made, as in no disease is time, even a few 
hours, more valuable in its successful man- 

-agement.- If content to sit still and wait, 

one may see all the old-time toxic and local 
manifestations, branding the disease un- 
mistakably, with its protracted illness, 
horrible complications and great mortality. 
Prompt treatment frequently reduces it to 
an illness lasting hours instead of weeks 
with an insignificant death rate. 

Every inflamed throat should fall into 
one of three clinical classifications: first, 
non-diphtheritic; second, suspicious; and 
third, diphtheritic. 


First, while Klebs-Loeffler bacillus may 
be demonstrated in any simple catarrhal 
throat, it is not of therapeutic significance, 
and unless there is a deposit on the throat, 
the question of diphtheria may be dis- 
missed. 


The temperature and’ 
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Second, any deposit on the throat is to 
be suspected regardless of accompanying 
symptoms, or of its appearance. A smear 
and culture should be made to test it out. 


Third, as before stated the symptoms of 
diphtheria may be severe or insignificant. 
Given time, they will all come out. It usu- 
ally begins slowly with depression and 
malaise increased out of proportion to the 
amount of temperature. In no disease is 
the thermometer of so little clinical value. 
There is a grayish pallor, possibly en- 
larged cervical glands and after three or 
four days there is almost always an al- 
buminuria. 


Mothers and school teachers should be 
educated to inspect throats and any white 
deposit seen should be referred to the doc- 
tor for an opinion. 


A working diagnosis of diphtheria 
should be made from throat inspection. 
Many cases are clear enough to call diph- 
theritic at first sight without submitting 
a swab to the bacteriologist. One should 
not lose sight of the fact that errors in 
technique in collecting, planting or exam- 
ining a culture may give a negative result, 
especially if, as so frequently happens, an 
antiseptic mop has been previously used. 
Only a few days ago I saw in consu!tation 
an intense post-diphtheritic paralysis 
which at first had a negative culture re- 
ported by a most competent bacteriologist. 


To my mind, the loss of twelve hours 
necessary to culture, or even a shorter 
time, for the unreliable smear is deplora- 
ble. Whenever there exists even a strong 
suspicion of diphtheria a full dose of anti- 
toxin should be administered at once, as 
the remedy has been proven to be prac- 
tically harmless. When this is done it 
doesn’t matter how long sit laboratory re- 
port is delayed. 

But what constitutes a strongly suspi- 
cious case? The color of the membrane is 
no guide. At first, when the formation is 
just beginning, it is a thin grayish white, 
almost translucent pellicle, instead of the 
usual white elevated membrane. If the de- 
struction of tissue is deep enough there 
may be exuded blood making a blackish or 
brownish membrane. If there is excess 
of fibrin it is tough and adherent, or if, on 
the other hand, the round cells predom- 
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inate, it is easily brushed off and may not 
leave a bleeding surface. If it is a mixed 
infection the membrane may be yellow 
from pus. The odor is not a good guide. 
One can not wait for enlarged glands and 
constitutional symptoms. Our effort 
should be to get the case before there is 
much systemic poison. 

The signs which charatterize a diphthe- 
ritic membrane are three in number, 
though none of them are pathognomonic. 

First, and most important, there is lack 
of general congestion of the throat which 
is seen in almost all other infections. When 
Klebs-Loeffler bacillus finds lodgment in 
the throat it begins at once its work of 
cell destruction, resulting in membrane 
formation with a small extending circle of 
congested redness surrounding it. But 
the rest of the mucous membrane of the 
throat is healthy. In other infections there 
is a general throat redness, and at the point 
of most intense inflammation there is cell 
destruction enough to form a membrane. 


Second is the singleness of the patch. 
While it is possible for Klebs-Loeffler to 
lodge in several spots in a _ susceptible 
throat, there is tendency to rapid coales- 
cence. If, on the first examination, there 
are several spots, see it again in six hours 
and note the changes. Every suspicious 
throat, if untreated, should be inspected 
every six hours. 

Third, there is disregard for tonsillar 
boundaries. Ordinary infections of suf- 
ficient intensity to produce membrane are 
confined chiefly to the least resisting tis- 
sue, the tonsils. While the Klebs-Loeffler 
starts more frequently on the tonsils than 
elsewhere, in its extension by continuity 
and contiguity the tonsillar boundaries of- 
fer no obstacle, the uvula especially being 
early involved. 

If there is white on the throat take a 
culture or give antitoxin, or both. 

Though time forbids the discussion of 
other varied forms of diphtheria, the im- 
portance of nasal diphtheria as a public 
health problem should be noted. When 
located primarily in the nose there are 
practically no toxic symptoms. A persist- 
ent sore nose, with or without a visible 
membrane, especially if associated with an 
ichorous, blood-stained discharge which ir- 


SOUTHERN MEDICAL JOURNAL 


October 1921 


ritates the upper lip should excite suspicion 
and justify a culture. Such a discharge 
practically always indicates diphtheria or 
syphilis. 

INFLUENZA 


Much confusion exists in the nomen- 
clature of this condition. I shall confine 
my remarks to a description of the symp- 
toms of the recent epidemic of “flu” rather 
than to the text book influenza, for I am 
persuaded, and I believe the older members 
of the audience will agree with me, that 
the widespread epidemic of 1889 was dis- 
tinctly different from that of the past two 
years. Though an undergraduate at that 
time, I had an excellent opportunity of ob- 
serving many cases. 

Holt makes two statements which rather 
bear out this opinion. Limiting his dis- 
cussion to the conditions caused by the 
Pfeiffer bacillus, he says, first, it may be 
ranked among the moderately contagious 
diseases. Second, that the influenza bacil- 
lus is much less frequently associated with 


‘infections of the upper than the lower 


respiratory tract. These statements cer- 
tainly are not in keeping with observa- 
tions of the last epidemic. 

There are no pathognonomic symptoms 
of influenza. Cases could not be recog- 
nized were it not for the epidemic. Phys- 
ical examination reveals little beyond red’ 
tonsils and pharynx. A congested area on 
the soft palate extending down in front of 
the anterior pillar of the fauces seems pe- 
culiar to “flu.” There are no pulmonary 
signs at first. There is temperature, prob- 
ably high with marked morning remis- 
sions. The chief characteristics are great 
depression, a sense of malaise and aching, 
altogether out of keeping with the simple 
throat findings. There is persistent ano- 
rexia, possibly vomiting and usually a se- 
vere cough. There is tendency to hemor- 
rhage, to cough up blood, to vomit blood, 
nose bleeding and even a bloody diarrhea. 
Prostration persisting long into the recu- 
perative stage is also characteristic. 

The striking feature learned only by sad 
experience is the tendency to lung compli- 
cations. The pneumonia is of a peculiar 
type, rather a spot pneumonia, not lobular, 
not lobar, with a slow resolution. 


Discussion follows paper of Dr. Thames, page 792. 
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REDUCTION OF MORTALITY 
THROUGH FREE DISTRIBUTION 
OF DIPHTHERIA ANTITOXIN* 


By JAMES A. HAYNE, M.D., 
State Health Officer of South Carolina, 
Columbia, S. C. 


I wish to call your attention to some 
outstanding facts in regard to the reduc- 
tion of mortality in diphtheria by the free 
distribution of diphtheria antitoxin. 

The first chart which I have here repre- 
sents the death rate in the registration 
area in the United States from diphtheria 
from 1900 to 1918. It was probably about 
1900 that diphtheria antitoxin commenced 
to be used at all. Of course, it had been 
discovered and used by scientific men in 
the profession considerably before that 
time, but it certainly did not come into 
general use until 1900. At that time the 
death rate from diphtheria was 43 per 
100,000 of population. It was gradually 
reduced until at the present time the death 
rate for 1918 was about 18 per 100,000 of 
population. This is a tremendous reduc- 
tion. 

Now diphtheria antitoxin is not fur- 
nished free in the United States, that is, 
as a general rule the states of the United 
States do not furnish diphtheria antitoxin 
free. 

I wish to show some figures in regard 
to South Carolina. South Carolina com- 
menced the distribution of diphtheria an- 
titoxin in 1910. It was the first state in 
the Union, so far as I know, to distribute 
antitoxin free to rich and poor, black and 
white alike. The result of that distribu- 
tion has been clearly shown by our death 
rate from that diseasee These charts are 
not prepared for the purpose of invidious 
comparison, but to illustrate the point that 
I am trying to make. Therefore, when I 
say that South Carolina stands here (indi- 
cating on chart) and Kentucky stands 
here, I do not mean to say anything 
against Kentucky, and when I say that 
Virginia started way up here and is grad- 
ually going down, I am not making a com- 
parison between Virginia and Kentucky. 
That thin green line represents South Car- 


*Read in Conference on Medical Education, 
Southern Medical Association, Fourteenth Annual 


Meeting, Louisville, Ky., Nov. 15-18, 1920. 
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olina’s fight against this disease. There 
are only four states in the Union that have 
a lower death rate than South Carolina. 
They are Washington, Colorado, Montana 
and Vermont. In Montana the distance 
between people is so great that it is a won- 
der how any germ can travel. Colorado is 
smaller. The average death rate in the 
United States in the registration area is 
represented there, about 13 per 100,000, 
that is in the registration states only. Of 
course, there are a great many states in 
the Union that are not in the registration 
area. 


There is another point that I want to 
bring out and I think some of the pedia- 
tricians can explain this, because I can 
not. That is, the seasonal incidence of 


diphtheria. It has been stated in Massa- ° 


chusetts that the seasonal incidence of 
diphtheria, that is, the peak that occurs 
every year, is due to the opening of the 
schools. That is the usual incidence of the 
rise in diphtheria. Now, diphtheria is a 
disease of cold weather. I think all the 
authorities admit that. It almost disap- 


pears as we go towards the tropics, and | 


yet our lowest average during this period, 
1915-20, in South Carolina is usually in 
May or June. The highest again is in Sep- 
tember, but it starts on its high rise in 
August. There are no schools open in 
South Carolina in August. Few schools 
open before the 20th of September, 
and the majority do not open until 
the middle of October. Yet our diph- 
theria has peaked and started down before 
the majority of school children have got- 
ten together. It may be explained by the 
condition of the atmosphere at that time, 
that is, we have a drought at that time and 
there is a great deal of dust in the air. 
Nevertheless the facts remain the same, 
that we have that peak here. 


We have not succeeded in reducing the 
number of cases of diphtheria in South 
Carolina. South Carolina has a very high 
incidence of diphtheria. In 1915 we had 
1,947 cases and 110 deaths, or a death rate 
of 5.6. In 1916 we had 1,164 cases and 79 
deaths, or a 7 per cent death rate. In 
1917, 1,500 cases, with*70 deaths, or 4.6 
fatality; in 1918, 1,080 with 83 deaths, or 
8.4 fatality; in 1919, 2,142 cases with 114 
deaths,-or 5.3 fatalities. For some reason 


or other which has not been worked out, | 
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diphtheria is a cycle disease, that is, it oc- 
curs in cycles. It occurs about every five 
years in epidemic form. It gradually goes 
down and then starts back up again. We 
are now beginning on the highest peak for 
diphtheria incidence that has been known 
in the United States since figures have 
been kept on the subject. This is not only 
true of South Carolina, but it is true of 
the registration area. There is a com- 
mencement of a serious diphtheria epi- 
demic for the United States. For 1920 I 
have not the figures yet, but there is my 
red line going straight up and it will go 
still higher than last year when we had 
2,042 cases. But with all of that, in South 
Carolina we have a death rate of 6.6 per 
cent per 100 fatal cases. We think that 
‘is a wonderful record and we believe that 
record is entirely due to the free distribu- 
tion of diphtheria antitoxin. 


Now what is the cost of this? How 
much does it cost the state to give it away 
free? We have a population of about 1,- 
600,000 people from the last census. Over 
800,000 are negroes and about 700,000 are 
whites. In other words, there are about 
100,000 more negroes in the State than 
whites. We have about 700,000 white peo- 
ple to pay taxes. The negroes do not pay 
taxes to any great extent. What they do 
pay is poll tax and that does not go to gen- 
eral purposes, but to school purposes. The 
highest cost for this free distribution in 
South Carolina is $15,000 per year, and it 
has been as low as $6,000 per year for the 
entire State. 

-I want to tell you our plan of distribu- 
tion. In every town there are one to five 
drug stores that are furnished with a sup- 
ply of diphtheria antitoxin. When a phy- 
sician has a case that he suspects of hav- 
ing this disease or diagnoses it as having 
this disease, all he has to do is to go to that 
drug store, give the name of the patient 
and sign a blank for the amount of diph- 
theria antitoxin he wishes to give. There 
is no limit to it. Some doctors have used 
as high as 200,000 units on one case. That 
is all free. He does not have to answer 


a single question as to the financial stand- 
ing of the individual for whom he is get- 
ting the antitoxin. 
strings tied to it. 

it is easily accessible. 


It is free with no 
It is not only free, but 
If in a town of 


SOUTHERN MEDICAL JOURNAL 


October 1921 


10,000 population there are two or three 
drug stores, we put it in at least two; ina 
town of 20,000, we put it in three or four. 
In some towns we have as many as five or 
six distributing stations. 


What is the retail price of this anti- 
toxin? It is worth $7.50 for 100,000 units 
or 5,000 units for $4.50. For 1,500 units 
we pay 40 cents. The estimated cost of 
diphtheria antitoxin, if it had been pur- 
chased for 1920 up to the present time by 
the people of South Carolina at retail price, 
would be $40,000. The cost to us has been 
$12,000, a saving to the people and to the 
State of $28,000 in money alone. The sav- 
ing in lives is almost impossible to tell. 
The education of the physician to the use 
of diphtheria antitoxin in South Carolina 
has been worth every single cent we have 
spent on it. It is so convenient, so easy to 
get that very often a doctor’ uses it to 
treat a good many other things besides 
diphtheria. The amount is not restricted 
and the doctor can get any amount he 
wishes for treating a patient and he can 
charge anything he wishes for his service. 
All we ask is that he does not put in a bill 
for the antitoxin. Some of them have done 
that. 

What are the advantages of this method 
of distribution? It is first the availability 
of the supply. It is always there. It is 
always of the best variety that can be 
bought. It is always kept on ice. We fre- 
quently send the packages on to the Hy- 
gienic Laboratory and have them retested 
to determine whether the number of units 
of diphtheria antitoxin are in the package 
or not. Second, it is time saving, because 
the doctor can go to the drug store and get 
it. In former times the drug store might 
not have it and you would have to send to 
some far-off place for it; now every cross- 
roads town with a drug store has antitoxin. 
Next is the money saved to the patient. 
I mentioned that—$28,000 up to the pres- 
ent time. Then the lives saved, and I have 
shown that by the charts. 

I think that every state should imme- 
diately put in operation the system that 
we have. I think the tax payers of the 
state should insist that the doctors of the 
state have the health authorities of the 
state give them a definite cure for the 
deadly disease which was at one time 
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known as “the strangler,” and when we 
think of the results of diphtheria and how 
it strangles babies and have seen, as I 
have, a child die with so-called mem- 
branous croup running around and around, 
trying to climb up the side of the room 
and then finally lying down and dying, we 
know if the people of the state knew what 
the doctors know they would insist that 
this remedy be free to all. 


Discussion follows paper of Dr. Thames, page 792. 


TREATMENT OF COMMUNICABLE 
DISEASES OF CHILDHOOD* 


By WILLIAM WALTON BUTTERWORTH, M.D., 
New Orleans, La. 


It is said that Sir William Jenner laid 
down two propositions to govern his con- 
duct at the bedside. The first question he 
asked himself was, what is the matter with 
the patient? Dr. Wilson has answered 
that question and he leaves me to answer 
this second formula, what will cure the 
patient and what can we do for him? In 
the brief time allotted me it is impossible 
to more than glance over the treatment 
and see the results. Therefore, I shall con- 
fine myself to a brief resume of the man- 
agement of these conditions. 

We should be thankful for living in this 
Southland, which has been most generous 
to us in many respects. Here we suffer 
less from the virulence of communicable 
diseases. I feel quite sure that measles 
run a much milder and more benign course 
with us than with our Northern friends. 
The same can be said of scarlet fever and 
likewise of typhoid fever, so that many of 
the cases of measles that occur are of such 
simple nature apparently that the mother 
undertakes the management alone. They 
are of that mild type, but they require 
good care and nursing. The child should 
be put to bed and kept warm, and atten- 
tion to elimination and suitable diet should 
be given. In the more severe cases which 
do occur there comes up the matter of 
treatment of the febrile condition and of 


*Read in the Symposium on Communicable Dis- 
eases, joint session of Section on Pediatrics and 
Section on Public Health, Southern Medical As- 
‘sociation, Fourteenth Annual Meeting, sremonenns 
Ky., Nov. 15-18, 1920. 
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the cough, care of the eyes, mouth and 
skin. In the management of the febrile 
state, let me speak chiefly of the treatment 
of the fevers for all these conditions, that 
is, that sometimes in the pre-eruptive 


condition the temperature runs very high 


and causes a great deal of concern. I do 
not know of any condition in which one 
can find such a severe degree of secondary 
acidosis as is to be found in the high tem- 
perature preceding the eruption of mea- 
sles. I believe this is a condition which is 
common to all the febrile conditions of 
It is well to keep this in mind 
and to give freely of some alkali in all fe- 
brile conditions regardless of the cough 
and to give a diet which will tend to mini- 
mize this condition. By diet I mean one 
that is rich in carbohydrates. It is not my 
practice to starve a child who has a tem- 
perature with measles. If the high tem- 
perature keeps up I control it with an ice 
pack to the forehead, enemas and warm 
mustard foot baths. A warm mustard 
pack will do much towards hastening the 
eruption in such cases. It is a difficult 
problem at times when one meets the ob- 
streperous child and has to make use of 
irrigations for the purpose of relieving 
the temperature. In such instances, not 
only in this particular case with fever but 
in instances where one has to fight a child, 
if you have to hold it down by main force 
to carry out certain measures, I believe 
you are losing more than you gain. The 
wasted energy and nervous excitement are 
worse than if the patient had been left 
alone. Again, in regard to temperature in 
children, it is not absolutely necessary if 
a child has a temperature of 101-103-4 that 
he be medicated for this. The high tem- 
perature is due to the effect on the nervous 
system. Some children are placid even 
with a temperature of 103-4, while a neu- 
rotic child will suffer more with a tem- 


perature of 101 and will need more imme- 


diate attention. 


The cough is the distressing feature in 
many of these cases. A simple expectorant 
is helpful. I believe the syrup of ipecac 
with citrate of potassium, flavored with 
lemon and with or without the campho- 
rated tincture of opium, will relieve the 
cough. I do not hesitate to give very small 
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doses of Dover’s powders or codeine to re- 
lieve the cough and make the child rest. 

There comes up another condition asso- 
ciated with cough that needs special re- 
lief. There is nothing more trying on a 
child than loss of sleep. I believe we are 
thoroughly justified in giving a sedative 
to get prompt results rather than to allow 
the child to be disturbed in such a way. 

Care of the eyes is usually a simple mat- 
ter. A darkened room gives relief from 
the photophobia, with the use of simple 
washes. 


Attention to the mouth is very necessary — 
and means so much towards minimizing .- 


the secondary otitis media which may fol- 
low these conditions. 
Usually measles requires little medica- 
tion. Good nursing with warmth and food 
in a few days will cure up the condition. 
It is the after-attention’ which sometimes 
gives us a little concern. I do not believe 
it is well for this child to return to school 
too soon, to engage in occupations too 
soon. It should have a period of conva- 


lescence whereby it may recuperate to 
guard against the presence of further 


colds or any signs of tuberculosis. 


Of the complications of measles the most 
common are the bronchopneumonias, 
which tax the resistance of the child. Very 
frequently a well-ventilated room with 
sunlight, suitable diet, rest, and with a 
minimum of necessary medication, is the 
desideratum here. 

In regard to the management of per- 
tussis one feels somewhat at a loss to man- 
age these conditions satisfactorily. My 
own feeling about the matter is based on 
some several years’ experience with that 
disease. It is well to give a vaccine in 
these cases if seen early. I. know I am 
trespassing on debatable ground, but I am 
simply relating my personal experience. 
In early cases we should make use of vac- 
cines, to be given in fairly large doses 
every three or four days, until at least 
four doses are given, probably eight. If 
seen late in the disease, I should make use 
of a mixed vaccine. I have never seen any 
harmful result following the use of these 
vaccines. Personally I have given it toa 
five-week old child with benefit. Of course, 
it is difficult to say what would have hap- 
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pened to these children if not given the 
vaccine, but in instances where several 
children of a family came into the clinic 
and I gave the vaccine to one child and not 
to another, the mother is quite sure that 
the one to whom I gave the vaccine did not 
have the trying time that the other chil- 
dren did. Observations of that sort, 
coupled with other observations, almost 
compel me to continue their use. Inas- 
much as there are no harmful results fol- 
lowing, my own practice is to give the 
child the benefit of the doubt. I am also 
of the conviction that the administration 
of a vaccine minimizes the complication of 
bronchopneumonia. Again I may say I 
have gotten very little benefit from vac- 
cines if the child is seen late. In the late 
stages it is not worth while to attempt its 
use. 

The distressing feature of whooping 
cough is the cough. What will give us 
the most relief from this condition? My 
own preference is a combination of anti- 
pyrin and bromid. I also make use of 
quinin, probably twice a day, one dose in 
the morning and one dose in the afternoon, 
not for its antimalarial effect, but for the 
want of knowing how to do better and 
with the belief that it may relieve. 


Another thing is that the child is not 
resting. I spoke of a disturbed night. A 
child should sleep at night. If a child is 
not sleeping at night I am not opposed to 
giving some preparation of chloral or co- 
deine. I give one grain of chloral by 
mouth and repeat in one hour if neces- 
sary. Codeine I use by mouth, rarely by 
needle. We make use of one or the other 
at night time for the purpose of insuring 
a comfortable night. 


Sometimes inhalations may be of bene- 
fit. Inhalations of compound tincture of 
benzoin I believe are of value and of great 
service when you have a contrivance like 
an electric toaster with a pan of water to 
which has been added the tincture of ben- 
zoin. This can be kept going constantly at 
night and is of benefit not only in this 
cough, but in all the coughs of childhood. 
I believe it gives a great deal of relief. 


Again one can make the same remarks 
apply here in regard to care during con- 
valescence. We keep them out of doors. 
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It is not necessary to put them to bed. 
Keep them out in the sunlight. Avoid un- 
- due excitement or anything that will in- 
duce coughing at night on the part of a 
child with pertussis, such as taking an 
automobile ride, inhaling dust. Keep them 
in the parks or some place free from dust. 


SCARLET FEVER 


Scarlet fever is one of the problems 
that we meet with in New Orleans that 
runs a rather benign course. I have never 
seen a death from scarlet fever in my 
work. I do not mean to say that deaths do 
not occur in New Orleans. We lose more 
children, however, as a result of whooping 
cough than from scarlet fever, so that I 
believe that it runs a rather benign course. 
However, it is met with by us and calls 
for attention. 


In this condition it becomes almost nec- 
essary that the child should receive the 
benefit of a desirable room and that it 
should be kept warm. I am sure there is 
a very close relation between the neglect 
of warmth of the body and the tendency 
towards the development of nephritis. 
Cold, chilly rooms, the child being permit- 
ted to get out of bed and make use of the 
toilet are conditions which tend to in- 
crease the tendency toward nephritis, so 
that warmth of body, a bright, sunny room, 
the matter of elimination through the use 
of water, are matters of the utmost im- 
portance. We recognize the nephritis of 
scarlet fever as being due very largely to 
- the absorption of toxins. Free flushing 
of the kidneys by means of water is help- 
ful in eliminating these toxins. In the 
treatment of febrile disease I am rather 
fond of the empirical methods of produc- 
ing elimination. 

One matter that should receive attention 
in the treatment of scarlet fever is the 
sore throat. An antiseptic wash, for in- 
stance, of chlorate of potash, is of great 
usefulness in scarlet fever. The adminis- 
tration of chlorate of potash internally 
may be given without any danger to the 
kidneys and with some relief to the symp- 
toms. 

Diphtheria has,been gone over quite 
fully. I wish to emphasize in regard to 
diphtheria the early recognition of the 
condition and the free use of antitoxin. 
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I think it is a waste of time to give two or 
three thousand units of antitoxin. I never 
give less than 5,000 and do not hesitate to 
use 20,000 and repeat. One can give 60,- 
000, 70,000 or 80,000 units without any ill 
result. I believe the important point is to 
give antitoxin early and to give it in doses 
that will get results. Children do not care 
for these injections. It is better to give 
one good dose than to subject the child to 
repeated doses. I usually approach a 
child with fear and trembling after I have 
given one injection of antitoxin. I have 
never seen any harmful reults from large 
doses of antitoxin. I usuallv begin the in- 
jection by giving a few minims and wait- 
ing for a moment. completing the process 
within fifteen or twenty minutes. 


Discussion follows paper of Dr. Thames, page 792. 


PROPHYLAXIS OF THE COMMUNI- 
CABLE DISEASES OF 
CHILDHOOD* 


By JOHN THAMES, M.D., 
City Health Officer, 
Little Rock, Ark. 


It is an undeniable fact that before any 
medicinal or personal prophylaxis can be 
satisfactorily instituted, the true cause of 
the disease must be determined and the 
specific organism must have been identi- 
fied. 

In spite of the world-wide investiga- 
tions, numerous experiments and study by 
the very best investigators, the specific 
germ of several of the communicable dis- 
eases of childhood has not been identified. 
Therefore a number of measures are used, 
with the hope of preventing the spread of 
such diseases. Modern scientific research 
has proven that most of the diseases of 
childhood are caused by organisms which 
are readily transmitted from the sick to 
other persons, and the mode of their trans- 
mission is well understood, whether the 
specific organism is identified or not. It 
is the unqualified opinion of all students 


*Read in Symposium on Communicable Dis- 
eases, joint session of Section on Pediatrics and 
Section on Public Health, Southern Medical As- 
sociation, Fourteenth Annual Meeting, Louisville, 
Ky., Nov. 15-18, 1920. 
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of preventive medicine that nearly all, if 
not all, communicable diseases of childhood 
are transmitted from the sick person to 
others by contact, either direct or indirect, 
and not from bad air or things, as was 
once believed. Only such articles as eat- 
ing utensils, drinking cups or toys recently 
used by the patient or carrier can be of any 
danger. Experience with cases and labora- 
tory tests have shown that the germs of 
these diseases, identified or unidentified, 
are not air-born. They are very fragile 
and will live but a very short time outside 
of the human body unless they be planted 
on especially prepared culture media, with 
one exception. Some may live and even 
multiply in milk, under suitable condi- 
tions. 


With the knowledge we have of the com- 
municable diseases of childhood and the 
mode of their transmission, it is neces- 
sary to deal with prophylaxis under two 
heads. First, a general prophylaxis, which 
may be applied to all cases, whether the 
organism has been identified or not. This 
will consist of an early diagnosis, prompt 
reporting, a search for parent cases, estab- 
lishing quarantine or isolating the cases, 
the placing of all contacts in observational 
isolation for the period of incubation of 
the disease. A general prophylaxis can be 
established only where a thorough co-op- 
eration of the public is secured. The false 
idea that children must have certain dis- 
eases.and that it is better to have them 
while young, which idea prevails among 
many, even the highly educated class, will 
have to be overcome. -It requires personal 
education, taught in a most tactful man- 
ner, to change the minds of the people from 
a false idea to a true conception of pro- 
tection. Any attempt at rigid quarantine 
without education has a tendency to cause 
the public to resent all efforts. of preven- 
tion. There is no doubt that many well- 
to-do people will take the risk of allowing 
a child to die rather than have their house 
placarded. Many mild cases of infection 
have not been reported and any number 
of people delay the calling of a physician 
for fear of being quarantined on account 
of not being properly instructed or proba- 
bly because breadwinners of the family 
have been unnecessarily detained on ac- 
count of some member of the family being 
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in quarantine for some previous case. 
These are the cases over which we have 
no control and they are responsible for 
keeping alive the contagion in any com- 
munity. This problem can be and should 
be solved by education to the end that a 
proper co-operation with the public and co- 
ordination of the physicians and health 
authorities be established. That would 
prevent epidemics. 

Second: personal prophylaxis is by im- 
munity from the introduction of anti- 
toxin or vaccine, which has given excellent 
results in diseases where the organism has 
been identified. 


I shall discuss only four of the most 
common communicable diseases—diphthe- 
ria and whooping cough, in which the spe- 
cific organism has been identified and a 
personal prophylaxis established; scarlet 
fever and measles, which belong to the 
other class, where a general prophylaxis 
is all that can be practiced, until some one 
identifies the organism and discovers a 
gg prophylaxis by immunity for 

em. 


Diphtheria was the most dreaded of all 
children’s diseases and probably had the 
highest death rate until the organism was 
identified and an anti-toxin discovered that 
would counteract or neutralize the toxin, 
since which time the mortality has been 
considerably reduced. If it could be ad- 
ministered to every case that looks like 
diphtheria, the mortality would be much 
less. Antitoxin may be used in small doses 
(1,000 units), given hypodermatically to 
contacts as a prophylactic measure. This 
will give only a passive immunity, for a 
very short time, and the danger of anaphy- 
laxis in the minds of many physicians 
caused the method to be unpopular and the 
practice difficult. The danger of such a 
practice should be considered. 


By the use of Schick’s test a large num- 
ber of children are found to have anti- 
toxin in the blood which renders them 
naturally immune from diphtheria. Chil- 
dren who are shown by Schick’s test to be 
susceptible to diphtheria can be given an 
active immunity by the subcutaneous in- 
jection of a mixture of toxin-antitoxin. 
This method of prophylaxis is being used 
in several large cities, especially among 
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school children, and judging from their 

reports, it is giving good results, which 

should commend its use for all children 

under twelve years of age. The idea is 

valuable and no doubt will very soon be 

as practical as the injection of vaccine in 
the prevention of typhoid fever. 


Toxin-antitoxin has been standardized, 
and the antitoxin must be in a sufficient 
amount to overneutralize the toxin. Great 
caution and skill is required in its admin- 
istration to obtain the required results, 
both in testing for the susceptible cases 
and the administration of the toxin-anti- 
toxin. 


The diphtheria carrier is one of the most 
perplexing problems we have to deal with. 
Most cases of diphtheria are contracted 
from unrecognized cases or unsuspected 
carriers, hence the necessity of immuniz- 
ing all children who are susceptible. We 
know not when they may come in contact 
with a carrier. Carriers of diphtheria 
may be detected only by taking a culture 
from the throat and nose. They are usu- 
ally found to have crypts or enlarged ton- 
sils. In all such cases, the tonsils and ade- 
noids, if there are any, should be removed. 


Whooping cough is caused by a very 
small germ called Bacillus pertussis. The 
germs of whooping cough are found in the 
saliva and mucus, which is thrown by the 
person who has the disease during a spel! 
of coughing to a non-immune for a dis- 
tance of four or five feet. The subcu- 
taneous injection of pure cultures of the 
germs have been given for the prevention 
and for its cure with good results. Asa 
preventive, the vaccine has been very val- 
.uable. One of the greatest dangers con- 
nected with the disease is pneumonia. Sub- 
cutaneous injections of mixed strain of 
pneumonia vaccine as a prevention have 
also been valuable. When mothers and 
those having the care of children are 
taught to believe in the danger of whoop- 
ing cough, and that it is not necessary for 
a child to have the disease we may be able 
to isolate the cases or place a yellow band 
around the arm of the patient containing 
the words, “Whooping cough. Keep a dis- 
tance of five feet.” The danger of spread- 
ing this disease will then be minimized. 


THAMES: PROPHYLAXIS 791 


In cases of diphtheria and whooping 
cough it will be necessary to persistently 
practice general prophylaxis until such 
time that personal prophylaxis by immu- 
nity becomes practical and is accepted by 
the public. Cases of diphtheria or carrier 
should be kept in isolation until two suc- 
cessive negative cultures for throat and 
nose can be made on separate days. 


Scarlet fever is caused by an unidenti-. 
fied micro-organism. Yet we know that 
it is readily transmissible from the sick 
to a well person. The mode of transmis- 
sion and the period of incubation is well 
known. It is the mild, unrecognized cases, 
and the cases that appear to have recov- 
ered within a few days, causing people to 
permit the patient to mingle with others, 
believing there is no danger, that keep the 
contagion alive. Where cases are recog- 
nized and reported promptly and the peo- 
ple are thoroughly instructed as to the dan- 
ger of the disease, the method of a gen- 
eral prophylaxis outlined in this paper 
may be carried out with excellent results. 

Judging from past experience, one would 
naturally conclude that an epidemic of 
measles will continue until every child who 
has not had the disease shall have come 
down with it. Many mothers will actually 
expose their child to measles, believing that 
the child must have it some time in life. 
Yet we know that the spread of measles 
has been controlled in the army. If the 
same methods used in the army were prac- 
ticed among civilians no doubt the results 
would be the same. Every case occurring 
is quickly and thoroughly isolated and all 
contacts are held in observational isolation 
for two weeks. They are examined for 
symptoms twice daily during the second 
week. When measles are prevalent in the: 
community every child with an acute cold 
must be considered to be a possible case 
of measles, and must be kept at home un- 
der observation for two weeks. 

Fumigation.—If the same efforts were 
used and the same energy and money ex- 
pended on isolating and caring for the pa- 
tient until it is no longer a source of con- 
tagion that is used on so-called fumigation, 
we would soon reach our Utopia in the 
control of communicable diseases. In 
some rare instances chemical fumigation 
may be helpful, at least as a means to an 
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end, for after some bad smelling gas has 
been used a person will usually take more 
pains to scrub, clean and air a room. Ter- 
minal fumigation for scarlet fever or diph- 
theria has been found useless and a dan- 
gerous practice. People are liable to de- 
pend upon the efficacy of fumigation and 
thereby get a false idea of protection. In 
doing so they will allow the patient to min- 
gle with those who are not sick while they 
fumigate the room where the patient was 
taken ill. 

Personal prophylaxis can be carried out 
only by consent of the parents. This con- 
sent is obtained after they have been 
taught and convinced of its efficacy. Gen- 
eral prophylaxis is effective in proportion 
to the educational work performed. The 
best field for a campaign of education in 
conservation of health is in the schools. 
This campaign is best carried on by a well 
organized inspection force composed of phy- 
sicians and public health nurses who have 
been trained for that special work. By 
this method the greatest number of chil- 
dren and parents can be taught and when 
they are properly enlightened on the sub- 
ject of prevention any prophylaxis of com- 
municable diseases of childhood necessary 
for disease control will be effective. 


DISCUSSION—SYMPOSIUM ON COMMUNI- 
CABLE DISEASES 
Papers of Drs. Wilson, Hayne, Butterworth and 
Thames. 

Dr. P. F. Barbour, Louisville, Ky—While a 
great many things have been said here which we 
all know, it is a good thing at times to have those 
things repeated to us. 

In the consideration of the subject of measles, I 
think I might go farther than Dr. Butterworth and 
say that the extreme pain and discomfort that 
comes from the cough in cases of mcasies requires 
us to give some form of opiate for relief. The 
cough does no good in measles. It simply wears 
vut the child and interrupts its rest and sleep, and 
I see no reason why he should not be given enough 
codeine or opiate to give relief from this most dis- 
tressing symptom of measles. 

I see that some of the text-books advise plenty 
of sunlight in case of measles. I think any adult 
who has had measles and suffered from photopho- 
bia will tell us that sunlight is very disagreeable. 
I believe the room should be darkened sufficiently 
to cause the eyes no discomfort. 

The room should be kept warm. Warm fresh 
air is much more acceptable to the irritated mu- 
cous membrane of measles than is cold outside air. 
Children are much more comfortable in a warm 
room. 
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In the matter of whooping cough there are two 
or three things which have been of help to me in 
the early diagnosis of whooping cough. The first 
is the frequency of night coughing. When a 
mother comes to me with a child who coughs fre- 
quently at night, it always raises the suspicion of 
whooping cough. A child with bronchitis will 
sleep for quite a long time at night without 
coughing, but whooping cough wakes them almost 
regularly. Dr. Gilbert said years ago, if you will 
keep track of the intervals of coughing at night 
you will find that coughing at night is twice as 
frequent as in the day time. That is a suspicious 
point. 

The blood count has helped me in some cases. A 
high blood count in cases that should otherwise 
not have it makes me suspect whooping cough. 

Another thing that has been of the greatest 
help to me has been the outlining of the mediasti- 
nal space. In all cases of whooping cough T find 
the mediastinal space is much wider than normal, 
both anteriorly and posteriorly. Of course, we 
know after whooping cough had developed the 
bronchial lymph glands are enlarged, which is 
sufficient te account for the widening of the 
mediastinal space. I never had a post-mortem on 
an early case of whooping cough. so I do not know 
why the borders of the lung should be so far apart, 
but it is a point that suggests that I have a case 
of whooping cough to treat. 


I am heartily in favor of the vaccine treatment 
of whooping cough, and yet I have many times 
rotten. brilliant results in one family and failed 
utterly in the next one. I do not know how to 
account for this, unless there are various strains 
of the Bordet-Gengon bacillus, and the specific one 
has not been used. I believe the mixed vaccines 
are more useful. 


Dr. H. E. Tuley, Louisville, Ky—At the City 
Hospital we have the only contagious pavilion in 
the city. I have been very much impressed with 
the results in diphtheria when antitoxin has been 
given late. If the diagnosis were made early and 
antitoxin given early enough this mortality would 
have been greatly reduced. I hate to put out our 
statistics, because it seems a reflection on our pro- 
fession. Early diagnosis is the desideratum of 
cure. The earlier antitoxin is given the earlier the 
cure. We attempt in the senior medical work in 
our schools to impress that more and more on our 
students in our teaching of pediatrics. and also the 
necessity of routine examination of the throat of- 
every child they are called to see. no matter what 
for. It is surprising how many of these cases we 
miss if that routine is not carried out. 


One essayist mentioned a pnoint which I think is 
very debatable and one whieh I should hate to see 
endorsed bv this Section; that is, the routine use 
of pneumonia vaccine. As far as we are concerned, 
pneumonia vaccine has been absolutely useless. 


I endorse the use of the Schick test. I believe 
it is most valuable. We are at present, with the 
co-oneration of Dr. Lindenberger, testing the 400 
children in the Masonic Home with the Schick 
test, and have had but two reactors. It is very 
satisfactorv. We want to know whether or not 
these children: are suscentible. I think it is the 
only method of diagnosing the susceptible, and 
when the toxin antitoxin is given as preventative, 
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the results are very satisfactory. The immunity 
lasts longer and there is less risk of anaphylaxis, 
and it is a decidedly safer routine. 


Dr. Barbour mentioned the use of opium in 
whooping cough. Another point which I impress 
on our students constantly is this, not only in 
cough mixtures, but in anything else in which we 
use opium, always to give opium as a separate 
prescription. I insist that the opium be given as 
a separate prescription combined with the other 
remedy, only at time of administration and never 
continued longer than the indications are abso- 
lutely present. 


Dr. W. McKim Marriott, St. Louis, Mo.—The 
State of South Carolina is to be congratulated on 
having a health officer who recommends the free 
distribution of antitoxin and a legislature which 
permits it to be done. In states where this is not 
done the mortality from diphtheria is sometimes 
appalling. When an average dose of antitoxin 
costs $7.50, the physician is not likely to use it in 
any but a severe case, and then only after he has 
received a definite report on the throat culture. In 
some places it is impossible for him to get this 
_ report until several days, and then it may be too 
late to cure the disease. I hope Dr. Hayne will 
cry from the housetops what South Carolina has 
done until every state does likewise. 


Regarding the treatment of diphtheria, there is 
a prevailing idea that diphtheria should be treated 
by repeated injections of antitoxin. Dr. Butter- 
worth has mentioned the fallacy of that method 
of treatment. I want to emphasize that point. 
Two thousand units of antitoxin on the first day 
of the disease are worth more than ten thousand 
on the second, or twenty thousand on the next day. 
This has been very well shown by the work of 
William H. Park in New York. He recommends 
giving but one dose, and that as early in the dis- 
ease as possible. If the disease is advanced it is 
best to give all or part intravenously. Antitoxin 
is about twice as effective when given intrave- 
nously as it is when given intramuscularly. 


I want to say a word about one point in the 
treatment of measles, scarlet fever and influenza. 

e experience gained in the Army during the 
Civil War and again during the last war was that 
these diseases in themselves are not particularly 
severe, It is the complications associated with the 
presence of a streptococcus that are serious, and 
which lead to death. Secondary infection with the 
streptococcus may be largely prevented by keep- 
ing each patient isolated from every other patient 
having the same disease and particularly from 
those having complications. If one takes twenty- 
five patients with measles and places them in 
separate rooms or in strict isolation, the compli- 
cations will be few and the mortality low. Put the 
same twenty-five patients together in one ward in 
which there are already patients suffering from 
pneumonia and the probability is that the mortal- 
ity will be much higher. The same applies to the 
separation of uncomplicated scarlet fever patients 
from those suffering from septic complications 
and influenza patients from those suffering from 
influenza pneumonia. 

Regarding the matter of fumigation I agree 
with what has been said, and feel that it is much 
better to spend money on laboratories for accurate 
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diagnosis and for the free distribution of curative 
and prophylactic sera than to spend it in perfectly 
useless fumigation. . 


Dr. E. G. Williams, Richmond, Va.—Dr. Hayne 
spoke of a reduction of diphtheria in Virginia. I 
did not know that that reduction had been noted 
outside of our office. I think I can explain the 
reason for that reduction. To make it clear I 
have put on the board a chart giving a classifica- 
tion of the diseases from the standpoint of pre- 
vention. There are preventable and non-prevent- 
able diseases, and the preventable are divided into 
communicable and non-communicable. The dis- 
eases are classified in the communicable a 
according to the way the germs leave the body, 
that is, according to the most characteristic man- 
ner in which germs leave the body. The diseases 
that are carired by secretions of the eye are pink 
eye and trachoma. Then we have diseases carried 
by secretion of the mouth and nose. These are 
subdivided into respiratory and non-respiratory 
diseases, or the spray borne and non-spray borne. 
Very naturally the spray-borne group are much 
more communicable than the non-spray borne. 
For instance, measles and whooping cough are 
much more communicable and spread very much 
more rapidly than diphtheria and scarlet fever, in 
which diseases cough and sneeze are not common. 
The text books note the observation that measles 
and whooping courh are more contagious than 
scarlet fever and diphtheria. Of course, that is‘ 
true, because we can see where the germs are 
thrown out by coughing and sneezing they will 
seatter and spread more than where they are 
taken out and implanted in the mouth of another. 
Ninety to ninety-five per cent of adults have had 
measles and whooping cough and only 5 or 10 
per cent have had scarlet fever and diphtheria, and 
you would naturally expect something like that 
when disease germs are snrayed or coughed and 
thus scattered around. They used to call such 
diseases “air-borne.” They are air-borne, but I 
think it is better to call them spray-borne. Influ- 
enza belongs to that group, and we know how 
rapidly it spreads. We believe more can be done 
by education regarding personal habits than by 
quarantine, because, as we know with measles and 
whooping cough, the victims are coughing and 
sneezing and scattering germs several days before 
the disease is recognized. So it is absolutely im- 
possible to prevent those diseases when the unrec- 
ognized victims are going at large and are cough- 
ing, sneezing and scattering germs. With scarlet 
fever and diphtheria we know there are many un- 
recognized cases and also many carriers. 


Several years ago we made a special effort to 
get rid of the common drinking cup in the schools 
and also tried to get school teachers to teach the 
children not to put pencils. fingers and other arti- 
cles into their mouths. Posters carrying these 
rules were sent to every school teacher in the 
State to be posted in the school room. In three 
vears the number of cases of scarlet fever and 
diphtheria was reduced to about a half of what it 
was previously. Later on when we got the mor- 
tality returns the reduction was proportional to 
the morbidity returns. I believe the school teach- 
ers can do more to reduce diphtheria and scarlet 
fever than all of the doctors and health officers, 
because it is so largely a case of personal habits 
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which prevent getting the germs in the mouth and 
consequently reducing the number of cases. 

On account of the large number of carriers and 
unrecognized cases, we must consider the secretion 
from the mouths of all children as potentially dan- 
gerous and endeavor to reduce the chance of trans- 
mission. This can be done by proper personal 
habits. As chances are reduced the incidence is 
reduced, and consequently the mortality. This, I 
believe, accounts for the reduction in mortality 
noted on Dr. Hayne’s chart. 

Dr. S. R. York, Center, Ky.—I desire to empha- 
size one point in the prevention of diphtheria. I 
appeal especially to the doctor in the rural com- 
munity who is called at night to see a child with 
symptoms of diphtheria. It is his duty to explain 
to the family the seriousness of the child’s condi- 
tion and the dangers of delay in treatment and 
quarantine. Administer at once a large dose of a 
potent antitoxin, quarantine and proceed to con- 
firm diagnosis. Should you wait to see the mem- 
brane or to have diagnosis confirmed by micro- 
scope, the undertaker would be of more service 
than the doctor. I do not wish to convey the idea 
that by this course of action there will be no 
deaths from diphtheria, but that the mortality will 
be much less. By this rule I have practiced twenty 
years and have not had a single death from diph- 
theria. 

“Of all sad words of tongue or pen 
The saddest are these, It might have been.” 

Dr. L. T. Royster, Norfolk, Va.—I have just 
one or two particular points to emphasize from 
my own experience in the question of diphtheria. 
Seeing a reasonable number of cases of mem- 
branous croup during the course of years, I am 
impressed with one or two facts. A certain num- 
ber of these cases occur in children who are sub- 
ject to catarrhal croup, and in this instance the 
mother thinks it is the same old croup and does 
not send for a doctor. In other cases, she sends 
for the doctor and he does not make a diagnosis. 
For twenty years I have not intubated a single 
case of secondary diphtheria in which the diag- 
nosis was not made of tonsillitis without taking a 
culture. That is reasonable. No man has a right 
to look into any patient’s throat or child’s throat 
and say, “There is a membrane” without taking a 
culture. No man lives who can say a membranous 
throat is a diphtheria or a tonsillitis by inspection. 
I have in a number of instances taken a culture 
from a throat simply on the suspicion that there 
might be something more than coryza or influenza 
and have had the culture come back positive for 
diphtheria, before the membrane formed. 


Relative to the dose of antitoxin, I have never 
given a second dose of antitoxin except in seeing 
a case in consultation where I did not think the 
dose was sufficient. I give a sufficient dose in the 
beginning. 

I cannot leave this subject without a word o7 
two about whooping cough. Alfred Hess has done 
perhaps more work than all the investigators ex- 
cept Bordet and Geugon upon this. Hess has come 
to the conclusion that as prophylactics the whoop- 
ing cough vaccines are very valuable. He bases 
his results on cases studied in the Hebrew Asylum 
in New York, where with one case coming down 
with whooping cough he administered the vaccine 
to every other child, and the results were very 
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good. His experience along with that of Huenekens 
has demonstrated the fallacy of the vaccine as a 
curative agent. I have heard that Dr. Hess said 
he hoped in the course of a few years we might 
find by a different method of administration or 
by sufficiently large doses cure with vaccines, but 
at the present moment I do not believe he has 
much faith in vaccines as curative agents for 
whooping cough. 

Dr. W. A. Mulherin, Augusta, Ga—I do not 
wish to strike a discordant note. It appears to 
me, however, that it would be misleading, and 
wrong, for the impression to prevail that this 
Section, almost unanimously, endorses the use of 
whooping cough vaccine as a prophylactic, or a 
curative, measure. Scientific investigations to the 
present time do not warrant us in accepting them 
as of any decided value, either as a prophylactic 
or as a curative measure. 

I am sure Dr. Butterworth, Dr. Barbour and Dr. 
Royster are familiar with Dr. Huenekens’ work 
some two years ago on the complement fixative 
test for the detection of anti-bodies after the in- 
jection of whooping cough vaccine. He demon- 
strated very clearly that the anti-bodies were not 
present in the blood unless the vaccines were 
freshly prepared, and that after a week of storage 
practically no anti-body production resulted from 
their injection, even in large doses. Ali whooping 
cough vaccines used today are older than one week, 
and therefore, scientifically, we cannot righteously 
claim any true value for them. Dr. Huenekens ad- 
vocated that the fresh vaccines were worthy of 
trial, but that the present vaccines, on account 
of their age, do not modify the course of whooping 
cough, and that he has never seen a case ap- 
parently prevented by their use. 

We are prone to attribute to any special medi- 
cine we are using special virtues. I recall two 
cases recently that might be of interest. 

In a family of four children three had whooping-cough. 
The baby, ten months of age, had not contracted it. I did 
not advise vaccine for the baby as a prophylactic measure. 
The baby did not contract whooping-cough. If I had given 
vaccine, I would have felt reasonably certain that it pre- 
vented the baby from taking whooping-cough. The other 
case was in a family where there were two children. The 
older, a little girl eight or nine years of age, had whooping- 
cough. The baby brother, twelve months of age, did not 
receive vaccine, in spite of the mother’s confidence in it. 
The baby boy contracted whooping-cough in such a mild form 
that it would not have been recognized had it not been 
that it was in the home. If I had used vaccine in this 
case I would have felt reasonably certain that the vaccine 
modified the severity of the attack. 

I wish to congratulate Dr. Hayne upon the most 
excellent results obtained in South Carolina with 
the free distribution of anti-diphtheria antitoxin. 
His results are most convincing, even though the 
incidence of diphtheria has increased in his State. 
Georgia, the neighboring State, fully appreciates 
the great value of Dr. Hayne’s very excellent work 
along this line, and feels hopeful that she will be 
= to institute free antitoxin for Georgia before 

ong. 

I can vouch for the ease in securing antitoxin in 
South Carolina. I have been impressed many 
times with the great advantage this gives to the 
good people of South Carolina. Augusta, my na- 
tive city, is situated on the border line of South 
Carolina and Georgia, and I receive many calls 
frcm South Carolina, and have never had any 
trouble in securing free antitoxin for my patients 
in that State. 
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One other point I would like to stress: In diph- 
theria, when a reasonable doubt exists in differen- 
tial diagnosis between diphtheria and tonsillitis, 
ive anti-diphtheria antitoxin freely, as a life may 
epend upon your decision. Again, if there be a 
difference between the clinical picture and the 
laboratory, accept the clinical picture as of more 
value than the laboratory findings. I do not mean 
this in any sense of disparagement to the labora- 
tory workers, but my experience has been that the 
clinical picture is the more valuable of the two. 


Dr. A. T. McCormack, Louisville, Ky—It is 
very important for those of this group who are 
public health officers to get the views of those 
who are practitioners of medicine, treating sick 
people. It is important we realize the necessity 
of co-operation between us. When I went to Pan- 
ama I felt that as preventive medicine developed, 
practical medicine would languish, that we should 
need fewer doctors for a given population. I know 
now that we shall have to have many more gen- 
eral practitioners if we are going to put across our 
program properly. It is proper that the rank and 
file of the profession understand why that is true. 


We have made a study of the deaths from diph- 
theria in Kentucky in the last two years. Every 
single death has been carefully studied in co-op- 
eration with our physicians. I know you would be 
interested in knowing that there is not one single 
doctor in Kentucky who has not responded fully 
and completely with an answer to every question 
that has been written him in regard to this subject. 
We found this very interesting thing emphasized— 
there has not been a death in this State in two 
years from diptheria where the patient was seen 
by a physician before the third day of the disease. 
We got our propaganda across through the school 
teachers, through the clubs, through the profes- 
sion that everybody who has a sick child will have 
a doctor see that child in the first twenty-four 
hours of his illness, and we have accomplished 
something for the board of health and public 
health and for our main supporters, the practicing 
physicians, without whom public health work is 
impossible. In Kentucky we have gone farther. 
Every practicing physician in Kentucky is a health 
officer. We have that co-operation because our 
State Board of Health is an executive branch of 
the State Medical Association and our doctors 
have enough confidence in us and feel a responsi- 
bility toward us to help us in our work. Now in 
return for that it is one of our first duties to edu- 
cate our people to call in their doctors, call them 
in frequently and call on them early when there is 
little the matter. I practiced medicine long enough 
to know that it is easier to cure a case when you 
are called in early. If we can get to the people of 
our states the importance of a physician seeing a 
case early—and our public health nurses are 
charged with the importance of carrying that edu- 
cational matter into every home to which they 
g0—we are going to accomplish a great deal to- 
ward the prevention of disease. 

In the first place, Dr. Hayne has emphasized, 
and it cannot be emphasized too often or too force- 
fully, the absolute necessity for securing antitoxin 
and having it available so it can be used imme- 
diately. Personally I believe the important func- 
tion of the laboratory is not to make a diagnosis 
of diphtheria. I believe the diagnosis should be 
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made on suspicion. I believe antitoxin should be 
administered on suspicion. 

I would insist that no case should be released 
from quarantine until two negative specimens 
have been sent into the laboratory by a doctor 
acting as sanitary inspector, and that he keep that 
family in quarantine rigidly; not simply say, “You 
are in quarantine” and put a tag on the door. 
That is not the important thing; the important 
thing is to educate your family and sanitary in- 
spectors can do that better than any one else. 

Dr. William Weston, Columbia, S. C.—I think 
it is human nature to think and to talk about those 
things which come within the immediate sphere of 
our experience. Therefore, I am going to ask you 
to excuse the immodesty of speaking in praise of 
the manner in which these matters are haridled in 
South Carolina. 

In the first place I am going to say that in 
South Carolina we have an unusually progressive 
and efficient health administration. (Applause.) 
In regard to diphtheria, I feel that Dr. Hayne has 
impressed upon the profession of South Carolina 
that when they see a case that is sufficiently sus- 
picious to warrant them in making a culture, it is 
then that a curative dose of antitoxin should be 
administered, and not wait for a report from the 
laboratory. 

In the second place he has impressed on the 
profession of South Carolina that where they find 
a child that has a bloody or frothy discharge from 
the nose that a culture should be taken and the 
case treated as a nasal diphtheria pending the 
report from the laboratory. 

Another point, diphtheria antitoxin is not the 
only serum that the Board of Health distributes 
free. They also distribute antimeningococcus 
serum. That is most important, because epidemic 
meningitis is endemic throughout the United 
States, and when we are called upon to make a 
lumbar puncture we carry the serum with us. In 
this way we lose no time and put no burden of 
expense upon the patient, while saving the State 
from the possible burden of an epidemic. 

A matter that seems to me to be of great im- 
portance to health officers is, how are these con- 
tagious or highly infectious cases to be cared for? 
I would make this suggestion as an answer: 
Nearly every little town is now building a hospital 
if it has not one already, and the health officers 
should impress upon the promoters of these hos- 
pitals the absolute importance of making provision 
for this class of cases. 

The next matter that I trust our board will con- 
sider is the free distribution of pertussis vaccine. 
I do not believe that anyone who is familiar with 
the work done by Sedgwick at the University of 
Minnesota can doubt the efficacy of that vaccine 
as a prophylactic treatment for pertussis. I think 
that the next step Dr. Hayne will take is the 
manufacture and free distribution of this vaccine. 
I think it has been definitely proved that when the 
vaccine is used within ten days of its manufacture 
it is highly effective. 

Dr. Oliver Hill, Knoxville, Tenn.—I do not care 
to discuss the paper, but I believe most of us 
would like to hear Dr. Hayne or Dr. McCormack 
tell us how they make their State Boards of Health 
distribute free vaccines. In Tennessee up to a few 
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years ago we were obliged to pay $7.50 for 10,000 
units. Since then a contract has been made with 
Squibbs whereby we pay $3.60 for 10,000 units. I 
would like to have them tell how they make pro- 
vision for the free distribution of antitoxin. In 
Tennessee they distribute free antitoxin for chol- 
era in hogs, but not for diphtheria in children. 


Dr. S. A. Visanska, Atlanta, Ga.—I am sorry 
to say that my adopted State, Georgia, has not 
adopted the same method of combatting disease 
as the State of South Carolina. We have what we 
call free distribution of antitoxin, but so far as I 
know it is not kept in accessible places where phy- 
sicians can get it. I would like to recommend to 
the doctors of our State that we take this up with 
our State Board of Health officer, who is a most 
efficient man and who, I believe, will agree with us 
that we should adopt the method used by Dr. 
Hayne, of South Carolina. Just the other night I 
was called to see a child—it must have been 11 
o’clock—the child showed a little membrane de- 
posited on one of the tonsils; so to be on the safe 
side I would have used antitoxin then and there. 
I wrote out an order for 5000 units, and was sur- 
prised when the father of the child came back 
from our only drug store that is open at night and 
said he could not get it. I made a culture and sent 
it in for examination. Fortunately for the child 
this culture was negative. I do not think in a pro- 
gressive city like Atlanta that we should allow 
anything of this kind to happen again. I think 
there are several physicians here from our city 
today. 

In the treatment and prevention of diseases 
like whooping cough and measles I think the 
boards of health, both state and local, should make 
some rule to either placard the house or placard 
the child, especially in whooping cough. In Geor- 
gia we placard for diphtheria and scarlet fever. I 
believe you will agree with me that no one dies 
from what’we term whooping cough or measles, 
but the patient dies from what we term the com- 
plications of measles and whooping cough. The 
point I wish to lay stress on is the prevention of 
the complications which produce this serious 
trouble. It is not the disease. Influenza per se— 
no one ever dies so far as I know from just what 
we call influenza, but they die from the complica- 
tions of influenza, which is the most peculiar, I 
think, of all diseases that come to us. Influenza, 
I believe, like other diseases comes in cycles. We 
may have an epidemic starting this year which is 
severe, next year not so severe, and the next year 
about gone. I believe the real influenza returns 
about every ten years. This disease has been 
known in this country for about 250 years, and it 
was only, as far as I know, during this last terri- 
ble epidemic and high death rate that our physi- 
cians begun to dispute the bacterial findings of 
Pfeiffer (about 30 years ago). We have no doubt 
the best bacterilogists in the world, but for some 
reason, which I am unable to explain, they have 
in the past swallowed, head, body and tail, what- 
ever came from the other side. Let’s all hope this 
will never occur again. 
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Dr. J. S. Mitchener, State Board of Health, 
Raleigh, N. C—By the trend of this discussion, 
the laboratory seems to extend a needed and wel- 
comed helping hand to the epidemiologists. We 
have nothing to offer the public except “avoid 
contact.” Possibly the vaccine may help us carry 
the child past the fifth year. If so, it will make 
our death rate approach close to zero. If vaccine 
fails, we have as our only open way to educate to 
avoid contact and care of the sick by placing them 
in bed early enough and keep them there long 
enough. Such is true of measles also. 


Dr. Williams, of Virginia, spoke of the merits of 
avoiding spittle exchange and considering as of 
small importance the custom of placarding. It is 
true that with no spittle exchange we likely would 
have few of these diseases and automatically pla- 
carding would be solved. But as long as we have 
them, I say put up the placard. It makes the 
mother realize more fully the gravity of the dis- 
ease. Then she will not expose her child and give 
it the proper care—the two essentials to avoid the 
complications which kill the patient. 


A word to the general practitioners: Your treat- 
ment has not been thorough until you have re- 
sorted to every means to prevent contact cases. 
Your treatment then will take in the entire fam- 
ily, servants and those so living as to be exposed. 

Dr. Hayne says in South Carolina they have 
more diphtheria in September. October is the 
high month in North Carolina. In July, this year, 
we have a report of about 60 cases, in August 175, 
in September 600, and October 900. The same 
ratio was true for 1919, but more cases were re- 
ported. Last year the numbers had fallen to 
about 50 weekly by the end of December. 


This increase, which begins in August, I think is 
attributed to the fact that our people start their 
country church meetings, community fairs, etc., 
which increase in number and size through Octo- 
ber—our high month. Our popultion is 80% 
rural, and very few schools are open in the country 
until November. But why is it that in our large 
cities the peak comes even earlier in the year— 
about February or March? There you find crowds 
always. 


In North Carolina our case reports are about the 
same for 1919 and 1920, but the number for each 
year is double that of 1918. There are three fac- 
tors: (1) doctors report better, (2) our laboratory 
is used more, (8) the use of antitoxin means “evi- 
dence to believe,” so a report is lawfully to follow. 
Our advice is followed—i. e., give antitoxin in sus- 
pected cases, but they do not resort to laboratory 
tests to be sure. 


In closing, I hope Dr. Hayne will answer (1) 
what per cent of cases are treated with his anti- 
toxin, and (2) what difficulty he had in marketing 
it and how the difficulty is overcome? Our labora- 
tory makes our antitoxin. It retails for 25 cents 
through doctors or druggists. They make no 
profit. Handling it is an advertisement, and such 
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Dr. Wilson (closing).—In regard to the use of 
inhalations for whooping cough or any other 
cough, I made the suggestion that we impregnate 
an adjoining room, the bathroom for instance, with 
the fumes and take the child in there for a short 
time, which obviates the necessity of having a 
close room all night. 


I would like to ask if anyone has had experience 
with luminal in whooping cough. My experience 
has been limited, but satisfactory. I think luminal 
frequently does good and does not do any harm. 


Dr. Hayne (closing).—I certainly think those 
who are here expressed themselves as being satis- 
fied with conditions that exist in South Carolina. 
Some one asked how we succeeded in doing this, 
how we succeeded in getting this appropriation. 
It was done in 1910 by my predecessor, Dr. Fred 
Williams. He is a wonderful man in some re- 
spects. He succeeded in getting the state legisla- 
ture to double his salary in one year. A man who 
could do that can do almost anything in the world 
in regard to getting money. 


I do not know that I have anything else to add 
except in regard to the druggist. The druggists 
fought this thing bitterly in the beginning, but as 
I said that was eleven years ago, and they have 
quit fighting and bowed to the inevitable as. we 
have done in the recent election. They are just 
taking their medicine as we are coming to take it 
in South Carolina. They get 10 per cent paid to 
them by the dispenser or the firm from which we 
buy the antitoxin; in other words, when they give 
you a package of 1000 units they get 4 cents; they 
have to mail a report to me and a report to the 
firm, and they supply their own stamps and sta- 
tionery. So they urge the doctors when they come 
in to use large amounts of antitoxin, and this has 
a good effect. 
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We have been trying out a plan of distributing 
every serum or vaccine we need; that is, every 
serum or vaccine that has been absolutely proven to 
be of benefit. We feel that state boards of health 
should be very slow in adopting any remedial 
agent and sending it out free unless we are abso- 
lutely sure of its efficacy. We have added tetanus 
antitoxin to our free distribution list, feeling that 
the results in the last war showed it was as neces- 
sary to a community as diphtheria antitoxin. We 
also give rabies vaccine. We use to manufacture 
typhoid serum, but as two children died after in- 
jection, we decided to let some firm take the onus 
of its manufacture. I think we will return to the 
manufacture.of typhoid vaccine, as it is very ex- 
when you buy it from the manufacturer. 

e have about decided to go back to the manufac- 
ture of the serum. 


Dr. Thames (closing).—I would like to answer 
Dr. Tuley in his reference to prophylaxis for the 
complications of whooping cough. I mentioned 
that just as I did the other things from the infor- 
mation I get from the doctors who are practicing. 
I do not recommend the practice; only mentioned 
it to bring out discussion. The object was to 
simply remind the doctors that there was one dis- 
ease in which a true, specific organism had been 
identified and as such might be controlled. 


Secondly, I would like to say that I condemn 
fumigation as it is generally practiced. It is the 
worst thing that has passed over this country. 
The people still feel that if they fumigate a room 
with a zandle after the first week that they can 
turn the patient loose. Not only does the child 
associate with the family, but even with other 
children, because the doctor said it was perfectly 
safe after fumigating the room. I am very glad 
they did not condemn me on that score—chemical 
fumigation. 
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SURGERY 


RAILWAY, INDUSTRIAL, GYNECOLOGICAL, 
OBSTETRICAL AND UROLOGICAL 


THE ROENTGEN CONTROL OF 
UTERINE BLEEDING* 


By Tuomas A. Groover, M.D. 
Washington, D. C. 


Excessive uterine bleeding is one of the 
most common, as well as one of the most 
significant symptoms referable to the fe- 
male generative organs. Often it is the 
only symptom for which women seek re- 
lief, and its control is frequently a matter 
of the gravest concern. 


All such cases merit a most painstaking 
and thorough examination, both general 
and local, for determining the cause of the 
excessive flow. Such examinations should 
be conducted by those specially skilled in 
gynecologic diagnosis. The choice of the 
best method of treatment is often contin- 
gent upon the consideration of a number 
of different factors, which require the 
greatest discrimination and nicety of 
judgment. Of course, the matter of choice 
is not of much concern to those who rec- 
ognize only one method of treatment. In- 
deed, until the use of the roentgen ray and 
radium came into vogue in the treatment 
of certain cases of excessive bleeding, the 
discussion of its control was confined al- 
most exclusively to the kind of surgical 
operation indicated. This discussion still 
goes on, but to those who recognize some 
virtue in the newer method, there has come 
an added responsibilitiy of choice which 
should not be evaded or ignored. That the 
method is of value is evidenced by the fact 
that it has continued to grow in favor in 
spite of much opposition, and while its 
scope of usefulness is still a matter of con- 
siderable debate, it seems fairly well es- 
tablished, on the basis of cumulative ex- 
perience, to be superior to the operative 
methods in properly selected cases. 


*Read in the Section on Roentgenology, South- 
ern Medical Association, Fourteenth Annual 
Meeting, Louisville, Ky., Nov. 15-18, 1920. 


The literature on the subject is entirely 
too voluminous for review, but it is note- 
worthy that a large number of testimonia!s 
as to the value of the roentgen ray and 
radium in the treatment of metropathies, 
come from surgeons, as well as from those 
who specialize in the use of these agents, 
thus eliminating to a certain extent the 
question of personal interest which un- 
fortunately, but quite naturally, enters 
into a large number of medical publica- 
tions. 

Matas' in a recent article states that 
the use of radium has cut down his opera- 
tions for uterine fibroids and fibromyo- 
mata by over 60 per cent. 

Beclere* reports 400 cases of fibromyo- 
mata treated with the roentgen ray with 
satisfactory results. In only four instan- 
ces was a subsequent surgical operation 
necessary. He considers roentgen treat- 
ment to be applicable. to practically all 
uterine fibromyomata regardless of their 
size. 

Stacy® reports 600 cases of menorrhagia 
treated at the Mayo Clinic with radium. 
The results were in general quite satisfac- 
tory. 

The cases in which roentgen treatment 
appears to be well nigh ideal are: 

1. Women over 35 years of age with ex- 
cessive bleeding due to a fibrous type of 
uterus or with no demonstrable pathology. 

2. Women over 35 years of age with 
small or medium size uncomplicated fib- 
roids not of the submucous polypoid va- 
riety, in which excessive bleeding is the 
only or predominant symptom. 

The liability to diagnostic error is one 
of the chief arguments against the routine 
employment of roentgen therapy in .these 
cases, the most grave of which is the fail- 
ure or inability to recognize sarcomatous 
degeneration of uterine myomata. 

It is interesting and instructive in this 
connection to review an article by Evans‘, 
in which he analyzes the records of the 
Mayo Clinic, from 1906 to 1918 inclusive, 
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with reference to malignant myomata. He 
concludes as follows: 

“The tumors are difficult to distinguish in the 
earlier stages from ordinary fibromyomata; they 
are not cured by x-ray or radium, and the sur- 
gical removal of all fibroids of any appreciable 
size seems to be the best treatment.” 

He again states, 

“The present plan of surgically removing all 
uterine fibroids of appreciable size seems to be 
the procedure of choice. The low operative mor- 
tality figures which are shown by the work of 
skilled surgeons in the better hospitals are an 
argument in favor of the operative method.” 

When we remember that at least 20% 
of all women over 35 years of age have 
fibroids, such advice on the face of it 
would appear to be ultra radical. Just 
how many of these are of “appreciable 
size” is probably unknown, but as a mat- 
ter of fact the majority of fibroids re- 
quire no treatment of any kind. 


It is difficult also to understand how such 
a conclusion could be drawn from the sta- 
tistics presented. The analytical study 
covers approximately 4000 cases of myo- 
mata, in which sarcomatous degeneration 
was recognized pathologically in 72 in- 
stances. It is pointed out that there is 
great variation in the degree of malig- 
nancy of these tumors, and that the more 
malignant tynes are nearly always fatal 
in spite of all treatment, facts which are 
quite in keeping with the history of sar- 
coma elsewhere in the body. Thirteen of 
the 72 malignant cases were dead within 
17 months after operation, recurrence 
being responsible for death in 11 instances. 


This would indicate a possible cure of 
61 cases, but in 28 two years or less had 
elapsed since the time of operation and 
the question of cure in these is more or 
less presumptive. The operative mortality 
of 1.59% would indicate that there were 
63 operative deaths in the 4000 cases of 
myomata. It would seem therefore that if 
we were to assume malignant degenera- 
tion to be the only danger incident in 
uterine myomas, conservation of life would 
in the aggregate actually be greater if none 
were subjected to operative interference 
even under the most favorable circum- 
stances, and when we consider that the 
general operative mortality throughout 
the country is in excess of 5%, added force 
would be given to such a conclusion. With 
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such a premise “the surgical removal of 
all fibroids of appreciable size” would at 
least seem to be a procedure of very ques- 
tionable propriety. 

The inadequacy of the roentgen ray and 
radium in these cases appears to be predi- 
cated upon the statement that, 

“Five cases of the series were treated post- 
operatively with the x-ray and radium, but the 
after histories indicate that no cures were ac- 
complished in those cases in which the operative 
and microscopic examinations indicated extreme 
malignancy.” 

It is not the purpose of this paper to ad- 
vocate or even to justify the use of the 
roentgen ray or radium in malignant myo- 
mata, but five cases would seem to be an 
inconsiderable number upon which to base 
the uselessness of these agents in their 
cure. It is quite generally conceded that 
not only x-ray and radium, but surgery 
also, are of very little avail in sarcomas 
of extreme malignancy wherever located, 
and it is none the less true that any of 
these agents may cure cases of a relatively 
benign type. 


There are other pathological conditions 
which may be present that are of more 
practical importance in determining the 
propriety of roentgen treatment in a 
given case of uterine bleeding, than are 
the malignant degenerations of uterine 
myomata. Chief among these are pelvic 
inflammations and carcinoma. These can, 
as a rule, be recognized but it is conceded 
that some errors will be made in spite of 
the most careful study. This is particu- 
larly true with reference to cancers of the 
body of the uterus, but it should be remem- 
bered that roentgen or radium treatment 
does not bar the door to subsequent oper- 
ative procedure if such is deemed neces- 
sary, nor is the time lost of such serious 
moment as some would have us believe. 
Cancer of the uterus should perhaps for 
the present be regarded as primarily a sur- 
gical disease, but the province of the 
roentgen ray and radium in its control 
and cure are gradually gaining more fa- 
vorable recognition, and it is not improb- 
able that pre-operative radiation, whether 
given deliberately or because of diagnostic 
error, is not only a safe but a sane pro- 
cedure. It can not be too strongly urged 
that all cases of excessive bleeding, 
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whether of the so-called idiopathic type or 
due to fibroids should be kept under close 
observation for a considerable time fol- 
lowing roentgen treatment, in order that 
possible diagnostic errors may be cor- 
rected and other treatment instituted if 
indicated. 

The roentgen treatment of excessive 
bleeding in women under 35 years of age 
will probably always be more or less re- 
stricted. This is not because the treat- 
ment will not control the bleeding, but that 
it does so at great hazard to the ovarian 
function, and proper surgery may actually 
be more conservative than treatment by 
radiation. Efforts have been made, and 
with some promise of success, to control 
excessive bleeding by radiation, without 
abolishing the menstrual and reproductive 
functions, but such an outcome can not be 
predicted with any degree of assurance. 
The same is true to a large extent of the 
surgical treatment of these cases, but if 
surgical procedure offers a fair prospect 
of relief without sacrificing the genera- 
tive function, it should in the present 
state of our knowledge be given prefer- 
ence to treatment by radiation. I do not 
believe, however, that intensive radiation, 
even in young women, is in effect the 
equivalent of a pan hysterectomy as we 
sometimes see stated. In the few cases in 
which we have observed the effect in young 
women, although the menstrual function 
has been abolished, the nervous phenomena 
have been mild and the general well being 
of the patients has been satisfactory. It 
is possible that the secretory activity of 
the ovaries is not completely destroyed as 
we have been led to believe from its effect 
on the menstrual and reproductive func- 
tions. We know that in the male, radia- 
tion may produce sterility without appre- 
ciably effecting potency or sex character- 
istics, and it is not unreasonable to sup- 
pose that analogous phenomena may oc- 
cur in women, especially with relation to 
the internal secretion of the ovaries. 


When we come to a consideration of the 
technic in the treatment of uterine hemor- 
rhage by radiation, it is at once apparent 
that there is no universally accepted 
standard, but it is also evident that satis- 
factory results are obtained in spite of 
rather wide variations. All of our work 
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to date has been done with the roentgen 
ray and the results have been good. In 
spite of advantages claimed for radium by 
some, we doubt that it possesses any essen- 
tial superiority in this group of cases, and 
that the question of choice is largely one 
of availability and personal experience. 

Our technic is essentially the same as 
that commonly employed in deep roentgen 
therapy. We ordinarily expose through 
from four to eight portals, and feel that in 
the average case even fewer would be suf- 
ficient. The treatments are repeated at 
intervals of four weeks. As a rule all 
bleeding ceases after the second treatment, 
but a third is usually given. If the third 
treatment does not produce the desired 
effect we become strongly suspicious that 
there has been an error in diagnosis and 
an explanation of the failure is sought. 
Treatment is discontinued when the meno- 
pause is definitely established, and the 
patient is advised to return to her attend- 
ing physician for observation at stated in- 
tervals. In a few instances in which we 
have treated young women we have en- 
deavored to control the bleeding without 
producing menopause, by the administra- 
tion of a relatively small dose, and while 
we have had some success, we have no 
strong convictions as to the general prac- 
ticability of the method. 


A word of caution as to the potential 
danger of roentgen therapy is never amiss. 
As long as dangerous instruments are 
made and used, whether it is a tool in the 
hands of the surgeon, a poison in the hands 
of the internist, or agents like the roent- 
‘gen ray and radium in the hands of the 
radiotherapeutist, it may be reckoned as 
one of the surest of probabilities that there 
will continue to be an occasional unfortu- 
nate mishap in their use. While the latter 
agents are relatively quite as safe, or 
safer than the two former, unfortunate 
consequences in their use are peculiarly 
liable to censure. This is particularly true 
with reference to the roentgen ray because 
its disastrous effects are not hidden, as 
may be the case with the others, but are 
given the greatest publicity, much to the 
detriment of one of the most valuable of 
therapeutic agents. “Safety first” is a 
motto which is particularly applicable to 
its use in the treatment of uterine bleed- 
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ing. Rightly used, in properly selected 
cases, it is as nearly a specific as any 
therapeutic procedure in the whole domain 
of medicine, and we certainly have no 
more grateful patients than the women 
who have realized its benefits. 
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ROENTGENOTHERAPY* 


By R. H. PEPPER, M.D., 
Huntington, W. Va. 


Dr. William Allen Pusey in a reminis- 
cense on the history of roentgen ray 
therapy said: 

“As I see it now, it came around about the way 
it ought to come. It went through a lusty, not 
to say somewhat noisy childhood; it had a puny 
and anemic period of adolescence, and finally ar- 
rived at a vigorous, normal, fully developed 
growth, where it is now.” 

Roentgenotherapy has made such gi- 
gantic strides in recent years, following 
the pioneer work done by such men as 
Pusey, Caldwell, Case, Holding, Pfahler, 
Clark, Tyler, and others that it seems al- 
most impossible to present anything new 
upon the subject. 

The treatment by the roentgen ray has 
been aided materially in recent years by 
the perfecting of the apparatus for its pro- 
duction and in the stabilizing of the 
' vacuum tube, so much so that a measured 
dosage may now be given with a tube that 
does not change in vacuum. Boggs, of 
Pittsburgh, is credited with the saying: 

“That it is now possible to give by means of the 
Coolidge tube, the same dosage at a depth of ten 
centimeters, as would be given by ninety-two 
grains of radium at the same distance.” 

With this perfected apparatus, the 
roentgen ray as a therapeutic agent has 
become a marked success. It must be 
added here that the roentgen ray should 
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never supplant surgery. Both the surgeon 
and the roentgenotherapist should work 
together, one being supplemental to the 
other. After a surgeon has finished his 
operation his manual work is done, but his 
responsibility does not cease, and as long 
as we have an agent, the roentgen ray, 
that has been tried and found valuable, it 
certainly would seem to be his duty to em- 
ploy this as a prophylactic measure for the 
benefit of his patients, nor on the other 
hand should the roentgenotherapist use 
radio therapy when surgery would hasten 
the cure of his patients. 

This paper, owing to the limited time, 
will touch only briefly upon the subject of 
deep therapy, giving the technic and the 
class of diseases in which it should be 
used. i | 

The technic is as follows: 

(1) A nine and one-half inch back up 
spark. 

(2) Five milliammeters of aluminum 
and sole leather filter. 

(3) Five milliamperes of current. 

(4) Five minutes of time exposure. 

(5) An anode skin distance of eight 
inches. 

This will give an erythema dose as meas- 
ured by the Holtz Knecht radiometer. It 
is well to check up this measurement oc- 
casionally to see whether the dosage is re- 
maining constant. 

The diseases in which this technic 
should be used are divided, after the man- 
ner of A. F. Tyler’s work on this subject, 
into: 

(1) The infections 

(2) The hyperplasias 

(3) Diseases of the blood and vessels 

(4) Malignant growths 


INFECTIONS 


Under the infections is classed: 
Lupus vulgaris, 
Lupus erythematosus, 
Actinomycosis, 
Ringworm, 
Tuberculosis glands. 

Lupus vulgaris, a few years ago was so 
prevalent in Europe that Finsen devised, 
with wonderful success, the treatment of 
this affection with the ultra violet ray fil- 
tered through quartz upon the site of the 
lesion. Today the roentgen ray has sur- 
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passed this treatment, and with the mas- 
sive dose method these cases will clear up 
in from three to six treatments. Lupus 
erythematosus should have the treatment 
carried to slight vestication, as it is much 
more stubborn to control. 

Actinomycosis.—In this infection there 
should be used the combination of medical, 
surgical and radio therapy. In advanced 
cases, in local areas where the tissues have 
broken down, surgery should be used to 
drain the liquid detritus. 

In these advanced cases the treatment 
may require several months, calling for 
much patience on the part of both the op- 
erator and the victim. 

Ringworm.—tThe treatment consists in 
an epilation dose of the ray, the ringworm 
heals kindly and the hair will be restored 
in about three months. 

Tuberculous glands.—The treatment 
should be carried to the point of aneryth- 
ema and repeated as often as necessary 
until the case has recovered. 


THE HYPERPLASIAS 


These should be sub-divided into three 

groups: 
(1) Keloids 
(2) Hyperthyroidism 
(3) Uterine fibroids 

Keloids should have an erythema dose 
repeated in three weeks until the scar be- 
comes soft and pliable. The sensitiveness 
is relieved and the growth quickly dimin- 
ishes. 

Hyperthyroidism.—This disease has 
been treated with the roentgen ray ever 
since its discovery with very disappoint- 
ing results in the early days, but now with 
the present day apparatus the story has 
changed and the end results are very sat- 
isfactory. 

The application consists of an intensive 
treatment at each sitting every three or 
four weeks, raying both lobes of the thy- 
roid and also including the region of the 
thymus gland in the exposure. 

One should get an immediate improve- 
ment in the pulse rate and in the toxic 
symptoms. If not, the case should be at 
once referred to the surgeon. 

In some advanced cases where surgery 
is non-indicated on account of the heart 
symptoms this treatment will clear up 
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these symptoms sufficiently to make the 
case operable, with less danger to the pa- 
tient. 

Uterine fibrotds.—In treating this con- 
dition, I have adopted the treatment ‘as 
used, I believe, by all roentgenotherapists, 
marking off squares of areas in both back 
and front and giving an intensive treat- 
ment through each square or port of entry, 
having the ray focused on the growth at 
each exposure. The hemorrhage is quick- 
ly diminished or more often ceases entirely 
and the growth will disappear. Peduncu- 
lated ulcerated fibroids or sub-mucous 
fibroids do not respond to treatment, but 
the subperitoneal and the intra-mural 
types respond satisfactorily, three or four 
such exposures being all that is necessary. 
Microscopical examinations should be 
made of the scrapings to rule out malig- 
nancy. Radium has been strongly rec- 
ommended in these cases but the roentgen 
ray is just as efficacious and should never 
‘be discarded for the radium treatment. A 
combination of the two will in some cases 
be called for, and will be much more suc- 
cessful than the radium treatment alone. 


DISEASES OF BLOOD AND VESSELS 


(1) Hodgkin’s disease 

(2) Augiomata 

(3) Spleno-Medullary leukemia 

Hodgkin’s disease requires massive dos- 

age treatment to reduce the size of the 
glands. After this reduction occurs, how- 
ever, there may be a recurrence requiring 
treatments to be resumed as many as two 
or three times. The younger the patient, 
the more grave is the prognosis and there 
is a large percentage of cases that will not 
respond at all to treatment. 


Augiomata.—Tyler says in his excellent 
work on roentgenotherapy that: 

“When exposed to the rotentgen rays the en- 
dothelial lining of the arteries becomes very 
much swollen, producing an obliteration of the 
small arterioles, resulting in diminution of the 
size of the growth and eventual disappearance.” 

The treatment is very satisfactory. 

Splenomedullary leukemia.—Roentgeno- 
therapy should be used in conjunction with 
medicine. The blood pressure must be 
watched and a blood count made frequent- 
ly so that when the toxic symptoms ap- 
pear, as they will, owing to the absorption 
of the proteids thrown into the circulation 
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from the destruction of the cells of the 
spleen, the treatments must be discon- 
tinued until the patient recovers from the 
toxemia. 

The prognosis is more grave in the 
young than in those more advanced in 
years. If the patient is not entirely cured 
by this treatment he is made more com- 
fortable and his life prolonged. It is al- 
ways advantageous to include the long 
bones in the treatments as well as the 
spleen. 


MALIGNANT GROWTHS 


Sarcoma.—Here massive doses are re- 
quired to produce results, though it re- 
sponds much more quickly to treatment 
than does carcinoma. It is only the peri- 
osteal and myelogenous types of sarcoma 
that do not respond to treatment. The 
periosteal type requires immediate ampu- 
tation when possible. The myelogenous 
type is always fatal. Lympo-sarcoma re- 
sponds more quickly but one should al- 
ways keep an eye out for a metastasis 
which frequently occurs from this type, 
more often in the mediastinal glands than 
elsewhere. These patients should be kept 
under observation and should report every 
five or six months, and it is well to give a 
treatment once every three months for a 
year after the patient is apparently cured. 


Carcinoma. — The roentgenotherapist 
can easily make an enviable reputation as 
a cancer doctor in the treatment of epi- 
thelioma. It has been my experience that 
90 % of these cases are curable. 

The squamous cell type responds much 
less rapidly than the basal type, therefore 
the former type should not be discharged 
too soon, but be given more treatment than 
the latter type. 

All carcinomata, excluding the epitheli- 
omata which are operable, should be first 
operated and followed by the roentgen 
treatment, thus lessening the number of 
recurrences. 

In the inoperable carcinomata, the pa- 
tient may be made more comfortable, the 
pain reduced, the discharge lessened and 
life prolonged by roentgen treatment. 

We all dislike to see a case of carcinoma 
of the tongue, although once in a while we 
can cause an abeyance in the further in- 
road of the malignancy, but when there is 
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hardness in the floor of the mouth, the 
patient is doomed. We can only arrest the 
process for a time. 

Leukoplakia.—Some authorities, I be- 
lieve, claim that this condition is often 
syphilitic in its origin; therefore, it is wise 
to first have a Wassermann test. If it is 
positive, the patient should have anti- 
syphilitic treatment along with the roent- 


-gen ray. Electro-thermic coagulation has 


also been recommended in these cases. 

In conclusion, let me impress upon you 
that the essentials to success in roentgeno- 
therapy is high voltage, heavy filtration 
and massive dosage. 

420 11th Street. 


DISCUSSION 


Papers of Drs. Groover and Pepper 


Dr. J. W. Landham, Atlanta, Ga.—In the treat- 
ment of uterine hemorrhage we have to use 
judgment and discretion as to the selection of 
cases, especially to rule out other pathology. I 
rely a great deal on the judgment of the surgeon 
or internist who refers the case as to what I 
might expect in the way of treatment. If the in- 
ternist or surgcon who refers the case has given 
the patient a careful examination and all evi- 
dences of malignancy have been ruled out, I pro- 
ceed with radium or roentgen ray treatments with 
some hope of accomplishing good results. How- 
ever, you must not take it for granted in these 
cases that every man who refers a case to you 
for uterine bleeding has satisfied himself that 
the case is not malignant, and if you have any 
room or any cause to doubt the examination that 
has been made you eertainly should reassure 
yoursclf on that point first because it frequently 
happens that cases are referred to you for treat- 
ment that are either demonstrably malignant or 
that are potentially malignant. We should not 
depend upon the roentgen ray or radium treat- 
ment to accomplish a cure in malignancies of the 
uterus. We should first rule out malignancy and 
then proceed with our treatment by radiation. I 
have had a series of very young patients, some 
unmarried, who had uterine fibroids. Of course, 
it was desirable in cases of that kind to check the 
hemorrhage and not destroy the function of the 
ovarics. In blocking the ovaries and controllin 
uterine hemorrhage you have to be very carefu 
because you do not know that the ovary may not 
be bound down by adhesions in very close con- 
tact with the uterus, but by very careful blocking 
we are able in most of those cases to relieve the 

atient of hemorrhage and allow them to go on, 
if married, with child-bearing. 

In regard to the treatment of malignant cases 
that Dr. Pepper spoke of, it seems that his tech- 
nic or routine procedure is to give a treatment 
with about a 9%-inch spark, 5 milliamperes of 
current, 8-inch skin target distance and a 5 min- 
ute exposure. I have found in my work with 
these malignant cases that they will bear a great 
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deal more time than this. As a routine procedure 
I give them an exposure of not less than 9 min- 
utes at the first dose. Then I, of course, test out 
the individuality of the case and find that some 
will stand a great deal more time than this. Nine 
minutes may be the skin toleration of your patient, 
but I have never found a patient who would not 
stand 9 minutes’ exposure, with 4 milliammeters 
of aluminum and a piece of double strength glass 
as filters, 94-inch back up spark and a 10-inch 
skin target distance. If I get no erythema and 
no marked skin reaction, then I increase the dose 
the second time to 10 or 11 minutes and so on 
until I get to the limit of the skin toleration. I 
think in all of these malignant cases we should 
certainly give a full dose, all that they will stand. 
If you get an erythema, that is all right provided 
you do not produce a second degree burn. In or- 
der to woud a possible stimulation of your malig- 
nant cells you certainly ought to give a destruc- 
tive dose to start with. We should start with 
nine minutes and if necessary increase that up 
to 11, 12, or 15 minutes. Ordinarily brunettes 
will stand more than blondes. 


In leukoplakia and some forms of epithelio- 
mata that Dr, Pepper mentioned in his paper, we 
probably get better results by combining x-ray 
with radium. I am now using both and in some 
of these conditions we certainly get better results 
than we did by x-ray alone, especially in malig- 
nacies of the mucous membrane of the tongue, 
tonsils, etc. We ought to give a full dose of ra- 


dium directly applied, protecting the surround- 
ing healthy structures by blocking with lead, and 
then give x-ray treatments to control your ad- 


jacent glands. For instance, if you have an epi- 
thelioma of the tongue, give your radiation di- 
rectly over the epithelioma with radium up to 
the point of toleration. Then ray your glands of 
the neck down to the clavicle with your intensive 
dose of x-ray. For some time I treated these 
cases with x-ray without employing radium, but 
since I have been combining radium treatment 
—. the x-ray, I am ‘getting very much better 
results. 


Dr. J. P. Keith, Louisville, Ky—I wish to 
agree with Dr. Landham as to the increased dose 
for malignancy. Recently we have increased our 
time considerably, the first series employing as 
routine twelve minutes’ time over each area, di- 
dided into two doses with a day intervening. 

Also, I should like to ask a question to see 
whether I understood Dr. Pepper correctly. Does 
he give the same time for his myelogenous leuke- 
mias? There was nothing said as to the amount 
of covering at one treatment, except that he said 
“By frequent blood examinations to stave off pos- 
sible intoxication.” Our method has been to give 
several areas with only one minute’s time, with 
about the same technic. This is given entirely 
over the long bones and in only a few instances 
have we rayed the spleen at all. ‘It has been our 
experience that these are the cases in which you 
get an intoxication early and for that reason we 

ave been very careful in our doses. We cover 
only a few areas in the beginning, taking pos- 
sibly ten days to cover all the long bones of the 
body, with only one minute’s exposure over one 
single area and then later covering some areas 
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again. I should like to have the Doctor give us 
his method on that. 


Dr. Edwin C. Ernst, St. Louis, Mo.—Since the 
matter of therapy in leukemia has been particu- 
larly emphasized, I wish to state some of our ex- 
periences in these cases, especially the myelo- 
genous types. We have all been interested in seeing 
wonderful improvements following roentgen 
therapy in all degrees of myelogenous leukemia, 
and then suddenly noting a complete collapse. 
The original blood picture returns and the pa- 
tient succumbs to the disease. The other type of 
cases alternate between periods of improvement 
and periods of mild relapses. The latter are fre- 
quently due to incomplete radio-therapy. The 
patient feels sufficiently improved and discon- 
tinues further treatment. In view of the above 
experiences we avoid both heavy doses repeated 
at long intervals and prolong period of final treat- 
ment to avoid such relapses in the blood picture. 
Fractional doses directly applied over the spleen 
with moderately filtered rays have been found 
to be the best form of therapy. Within four or 
five days following the treatment of the splenic 
areas the long bones are rayed in like manner 
with similar doses until the desired result has 
been accomplished. The patient must return in 
three or four weeks following the treatment of 
the long bones. We treat the splenic areas, or if 
the blood picture is practically normal continue 
to treat the long bones for a period of four or 
five months. The patient must be repeatedly ex- 
amined, and upon observing the slightest sign of 
a return, radiations over the splenic areas should 
be repeated and continued over a period of many 
months. At any rate, moderate penetrating 
therapy is given directly to the splenic structures 
at intervals of no less than five or six weeks in 
the majority of our cases. We have been treat- 
ing the more severe conditions for periods of ap- 
proximately eighteen months. Twelve or thirteen ' 
cases of the more or less hopeless types are still 
under treatment. There has been a question in 
our minds as to whether we should discontinue 
treatment in these severe cases at this time. All 
of these patients are in good health physically, 
the blood pictures being nearly all normal, but 
we have been reluctant to discontinue our therapy 
of the long bones in view of our previous cases 
of fatal relapses. On the other hand, many ob- 
servers report splenic abscess formations follow- 
ing therapy. Such results, however, could easily 
follow severe intensive treatment rather than 
follow a course of gr soerecgetr less penetrating ra- 
diation. Fractional doses administered carefully 
should not cause abscesses or other complications. 


I wish to ask Dr. Groover as to his technic in 
the treatment of the anelage type of uterine hem- 
orrhage cases, with special reference to the 
amount of radiation he employs at one sitting. 
We found it advantageous to divide our doses 
into daily seances, perhaps one or two areas each 
day, until the full number of areas over the ab- 
domen and back have been covered. The doses 
we employ do not allow us to treat six or eight 
areas at one time as reported by other operators. 
Patients under 35 years require careful handling, 
but the final results in many mild hemorrhage 
cases have been very gratifying. Within twelve 
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or fourteen months there was a gradual return 
of the menstrual flow in two of our series, fol- 
lowed by a normal pregnancy in one of those 
cases. 

The most satisfactory plan which we have fol- 
lowed has been to ask the patient to return to his 
physician ten days after the second completed 
series of: treatments. We have found it advanta- 
geous to co-operate with the gynecologist in this 
manner, in view of the fact that improvements 
should have taken place at this time, and if not, 
further treatments are temporarily abandoned. 
In a series of five cases, two within the last few 
weeks, the above procedure was adopted; cases 
which did not improve to our satisfaction and 
that of the gynecologist. These patients were sub- 
sequently operated upon, and to our surprise it 
was self evidence that radiations certainly only 
did aggravate the conditions found. In two of 
these cases malignancy was present. The other 
three cases microscopically appeared to be malig- 
nant but histologically these findings could not 
be confirmed. We must co-operate with our col- 
leagues so that the surgeons may have an oppor- 
tunity to co-operate with us, and as a result the 
patient will receive the benefit and we our share 
of the glory of doing the most good in those cases 
only in which such a result is possible. 


Dr. J. M, Martin, Dallas, Texas.—It is a com- 
mon practice for the surgeon to refer his inoper- 
able cases to the roentgenologist. He may or may 
not hold out some degree of hope that benefit is 
to be derived from x-ray treatment. In this 
way the roentgen laboratory becomes the dump- 
ing ground for many incurables. In spite of the 
fact that for years we dealt mainly with far ad- 
vanced and incurable cases of cancer, a few cases 
were cured and many were greatly benefited. 

While attending the meeting of the National 
Radium Society at New Orleans I was surprised 
and greatly gratified to hear Dr. Matas say that 
60 per cent of his cases of uterine myomata are 
now being successfully treated with radium. 

I believe it is a common practice among roent- 
genologists to accept the diagnosis of most re- 
ferred cases without question. It is my judg- 
ment that we should not begin the treatment of 
any case until we have satisfied ourselves that 
the diagnosis is as nearly correct as it is pos- 
sible to make it. 

The intermural type of uterine myomata usual- 
ly respond to correct roentgenotherapy; while 
cystic and pedunculated growths always result in 
failure. When we treat cases without first hav- 
ing made an examination we are doing work for 
which we are held responsible, entirely on the 
judgment of another. e are acting as techni- 
cians, and not physicians. There can be no ob- 
jection on the part of those concerned to a care- 
ful examination by the roentgenologist. Fre- 
quently cases are referred to the roentgenologist 
with instructions that they are to have two or 
three treatments. 

We can not at this time afford to split hairs 
over methods of technic. There is no such thing 
as standard apparatus. Some of us are using 
many ports of entry in deep therapy while others 
are using but a single port of entry. With some 
= the latter may be the choice of the 

uture. 
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There is a general misunderstanding regard- 
ing the spark gap or voltage used in deep therapy. 
An 8 or 10 inch gap at the machine may be re- 
duced to 5 or 6 inches at the tube. Further, it 
may be a surprise to some to know that the hot 
wire milliammeter is a very unreliable instru- 
ment. To prove this, connect any four standard 
meters in series and note the wide difference in 
the amounts of current indicated. It will be a 
coincidence if any two indicate exactly the same 
amount of current. Suppose you have been using 
a meter that reads 10 ma. when only 5 ma. is 
peaens through the tube. The meter finally 
reaks down and you replace it with a meter that 
has been standardized. You will be doubling 
your dosage without knowing it, with what may 
be disastrous results. Many unfortunate over- 
exposures may be traced to defective meters. 
Two or more new meters may not indicate the 
same amount of current, either separately or in 
series. Should the roentgenologist be held re- 
sponsible for errors of the manufacturer? 


There should be a reliable method by which we 
could standardize our meters at least once a 
month. When a meter is sent to the average 
electrical concern for repairs it is not always 
standardized. The needle is set at zero but no 
actual calibration is done. We are now prepar- 
ing to standardize and recalibrate our own me- 
ters when necessary. 


Dr. E. C. Samuel, New Orleans, La.—I want to 
correct an impression. I have treated all of the 
cases of Dr. Matas and I know of no instance in 
which the x-ray was used in myomata. All were 
treated with radium. 


Dr. H. E. Ashbury, Baltimore, Md.—The dis- 
cussion seems to have gravitated into the techni- 
cal side and it is very necessary that it should. 
I believe there has been a great deal of good work 
done with the various spark gaps that are used. 
I think it makes little difference as far as pene- 
tration is concerned in deep therapy whether we 
used a 9 inch gap or more and for superficial work 
as a rule a 7% inch gap is desirable. Of course, 
a large number of men are striving to get the 
same results and we imagine that there might be 
established a standard deep therapy technic. It 
seems that most of the roentgenologists who are 
doing therapy are using a nine inch gap. It 
would be interesting to know just how many of 
these men are actually getting a nine inch gap. 
The dosage will not vary a great deal unless 
there is a marked falling off in the voltage. It is 
questionable whether it is necessary to use a gap 
as high as nine inches. All of us take very satis- 
factory plates of the heavy parts showing pene- 
tration with a five inch gap. 


We do know that with a gap of nine inches we 
deliver a lot of energy and the time for giving a 
certain dose can be shortened; therefore one 
should select the highest gap that his apparatus 
will deliver without danger of damage to the ma- 
chine. 

The calibration of meters that Dr. Martin 
spoke of is, I think, a splendid point. Each man 
must study his own apparatus, so that he will 
know what voltage his machine will deliver, and 
how accurate are his meter readings. 
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Filtration, I believe, should be heavy. Six mil- 
liammeters of aluminum or six milliammeters of 
glass seem to be the ideal thickness. The dosage 
that our patients receive will depend on just how 
accurate our technic is. I belicve that a ten inch 
gap or a 9%-in. gap with only fovr milliammeters 
of aluminum for 12 minutes as reported by some- 
ene here today is going beyond the pdint of safety. 
I assume these patients return and if intervals 
are shorter than a month with such heavy doses, 
you are going to have more skin reaction than 
you want. Finally arises the question of just 
how dangerous the malignancy is to the patient, 
and whether it is not of greater importance to 
eradicate the disease at the expense of a skin 
reaction. 


Dr. A. L, Gray, Richmond, Va.—I want to ask 
Dr. Martin whether or not there was a progres- 
sive lessening of his milliammeter reading as he 
went from the negative to the positive side. I 
am absolutely of the opinion that we should cali- 
brate our meters, but we want to know just ex- 
actly what we are doing when we calibrate them. 
A few years back most of you remember that 
we always placed our milliammeter near the nega- 
tive terminal of our machine. Sometimes we put 
it where it was most convenient. Since we now 
think we know the behavior of the electric cur- 
rent we now put our meters as near as possible 
to the positive terminal, or as near as possible to 
the tube on the positive side. Suppose here is 
one terminal and here is another, one positive 
and one negative, you get the electricity starting 
from the negative and not the reverse (indicating 
by diagram). Suppose we place a meter here on 
That meter is 


the negative side of the circuit. 
going to read the milliampcres that are going 


through it from the negative terminal. How 
much current is lost from that meter to this one 
on the negative side of the tube? Now we put in 
another near the tube on the positive side, that is 
going to read the current that has gone right 
through that tube and not the current that has 
been lost. Suppose your meters are all exactly 
accurate; each one of those meters will read dif- 
ferently. There will be a progressive lessening 
of the reading. Why? Because there is a loss 
of current between diff-rent points in the circuit. 
The meter reads the current that is going through 
it, not the current that escapes. Your meters 
should read exactly the same when we place them 
exactly in the same position in the circuit. In 
testing meters, change them around and see how 
they read. They should rezd the same if tested 
under similar conditions. 


Dr. J. D. MacRae, Asheville, N. C—The point 
brought out by Dr. Gray regarding the meters 
and their calibration is not practical for most of 
us. We can test them but we can not calibrate 
them. What we need to do is to test the dosage 
of our machines. When a case is referred to you 
and when the radiologist who has bzen treating 
the case gives you the dose according to his 
measurements, it may not fit your requirements at 
all. I standardize the doses for my own machines. 

The conservative tone of these papers and the 
discussion brought out are full of instruction. 
Regarding the technic of deep therapy for fibroid 
uteri, one of the gentlemen spoke of a single large 
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area exposure for the whole pelvic region with 
good results. When I began giving these treat- 
ments for fibroids of the uterus my plan was to 
divide the anterior abdomen into 16 squares and 
to give a maximum dose to each one, but for the 
last two years I have been cutting down to a 
small number of squares and I find I get practi- 
cally the same response to the treatment by ex- 
posing one large area for each ovary and one 
area over the uterine mass. 

The point that we should cooperate with the 
physician and surgeon is of the utmost import- 
ance and is brought home to all of us frequently. 
In a case recently brought up it was thought the 
patient was losing a great deal of blood because 
The patient had not been 
very carefully examined and before undertaking 
treatment I insisted on a more thorough exami- 
nation. It developed that she had a large cystic 
ovary and it would have been a big mistake to 
give her x-ray treatment. 

In regard to the treatment of tuberculosis 
glands, these cases interest me a great deal and 
a point that has been left out is one that I would 
like to hear discussed, namely, why do we get re- 
sults? It seems to me that the exposure reduces 
in size the diseased glands. We also get another 
effect. We have an accumulation of leucocytes 
which produces a good deal of killing of the tuber- 
cle bacilli by phagocytosis. We notice that after 
treating the tuberculous glands we get a reac- 
tion similar to that after a dose of tuberculin. It 
seems to be parallel. 


Dr. E. C. Thrash, Atlanta, Ga.—The question 
of why we get results in radio-therapy is one to 
which I have given much thought. I will discuss 
the cure of tuberculous glands and not try to 
take the matter up in its broadest sense. We do 
not kill a single tubercle bacillus by radio- 
therapy. Exposure of the glands to rays a much 
longer time than is required to kill any of the 
tissues of the body produces but little effect upon 
the germs directly. The reason why good results 
are obtained in radio-therapy is that nature is 
not always successful in her attempt at defense 
and repair. Defensive processes throw a wall 
around tubercle bacilli and in this way the tu- 
bercle is formed. Antibodies in the blood are not 
powerful enough to destroy these germs, so 
nature resorts to the walling-in method. After 
this barricading process is begun the cells near- 
est the tubercle bacilli forming the walls of the 
tubercle become weakened by germ activity, so the 
cells nearest the germs which should be the most 
powerful in accomplishing their work are weak- 
est, and in this way a vicious circle is formed. 

The tubercle bacilli continue their ravages 
while protection adjacent to them is lowered. 
The tubercle bacillus can better get nutrition 
from these weakened cells because they can be 
more successfully attacked, and their protective 
force is rendcred practically nil. So the tubercle 
bacillus get nutrition from these weakened walls 
that were built for the purpose of destroying 
them. What a when we apply x-ray 
therapy is that these weakened cells adjacent to 
the tubercles are destroyed and in that way 
stronger ones are given the opportunity of taking 
their places. You know that the x-ray destroys 
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living structures and the weaker cells of these 
living structures are the first to succumb, so the 
cells nearest the tubercle bacilli are killed and 
the germs are left in a caseous mass with the 
stronger cells that have resisted the rays lying 
adjacent to this mass. 

The more vital cells not only live but the irri- 
tation and stimulation of the rays invite migra- 
tion of newer and stronger cells into this area. 
These weaker cells might be compared to sol- 
diers who have been righting and are broken 
down, wounded and otherwise injured so that 
they do inefficient work. These weaker soldiers 
are supplanted by stronger ones and in this way 
the work is carried on more successfully. So 
while tubercle bacilli themselves are not destroyed 
by x-rays, the weaker cells which are intended to 
safeguard the hosts from their invasion are re- 
moved, and they are supplanted by stronger ones 
that are better equipped and can better perform 
their duty. The x-ray simply cut out the maimed 
and crippled cells and renews them with new, 
active and fresher ones. 

Dr. J. C. Bloodgood, Baltimore, Md.—It seems 
to me we are very slow in learning each other’s 
technic. If we can get something in common-— 
take, for instance, fifteen men whose technic dif- 
fers on little things; if there is something com- 
mon in every one of those fifteen that is the es- 
sential thing. It seems to me you are too long 
in standardizing your technic in many lines of 
work. Take for instance, a very common thing, 
the no-loop posterior gastro-entcrostomy. The 
technic was introduced by Wolfer in 1884 but was 
not established until 1904. Then in 1904 there 
was a controversy between Dr. William Mayo and 
Moynihan as to the exact placing of the loop of 
the stomach. The remarkable thing is that there 
was something in common between these two 
men, and that is the technic of today. 


Another quite well-known surgeon, a friend and 
colleague of mine, who used the McGraw ligature 
for posterior gastro-enterostomy, performed 110 
operations and then said he would not do another 
for ten thousand dollars. The natural question 
was why did he have to do it 110 times to find 


’ out that the technic was not a good one. 


The main trouble with these discussions is that 
you arouse interest and go home and nothing 
happens. There has to be something else.. There 
must be something else besides discussion. 
There must be energetic response. If we can get 
down in black and white the exact technic of 
treating uterine hemorrhage, fibromata or myo- 
mata, we might find it simple. We might get 
some results and save a great deal of time. 

Take the picture Dr. Thrash gave of why the 
x-ray helps tuberculous glands, I do not know 
that you have proved that the x-ray does help tu- 
bcreulous glands. I believe I can offer you more 
cases of tuberculous glands that we have left 
alone that are well than you have cured by roent- 
gen ray. I will not say that it does not cure, be- 
cause I am advising the use of the x-ray in tu- 
berculosis, but I will tell you frankly that I have 
not proved that tuberculosis is affected by the 
x-ray. It is sometimes possible by giving patients 
x-ray treatments to persuade them not to be on- 
erated upon. I should like to have some proof 
that tuberculosis glands are cured by the x-ray. 
I, personally, have never seen a tuberculous 
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gland under the microscope that was cured by the 
x-ray. I can take fifteen sections and there is 
not enough difference between them to show. I 
am going to bring out in my slides the effect of 
radiation on different lesions. It can be shown 
on animals but there are a great many things 
that can be done on animals that cannot be done 
on the human. We must not be so slow in stand- 
ardizing our methods. Too many good men are 
doing good work that others know nothing about. 


Dr. J. B. Mason, London, Ky.—I wish to men- 
tion the work that has just been done by Dr. 
Witherbee and Dr. McKee, of New York, on tech- 
nic. Providing your meters read correctly, you 
have a technic that is standardized and which I 
know by experience will give you results in ac- 
cordance with the work they have done. 

The Dector mentioned Tyler’s technic as pub- 
lished ‘n his work on therapy. If I remember his 
work, his technic is 6 mm. aluminum, 1 mm. sole 
Icather, 9-inch back-up gap, 5 milliamperes cur- 
rent and 10 minutes time. I still th’nk his time 
is [0 milliampere minutes. According to the work 
of Witherbee, with a 9-in. gap and 5 milliamperes 
cf current, it would take approximately 12 min- 
utes to produce a slight erythema. I am not sure 
of these figures. 

Dr. D. Y. Keith, Louisville, Ky—It seems there 
is no 1 ttie confusion in therapy technic, especially 
to those present who do not know technic thor- 
oughly. Some of vou have spoken of 10-inch skin 
distance, others of 8-inch skin distance. both using 
5 ma., both speaking in ma. minutes. 

To the surgeon or medical men present com- 
parisons in ma. minutes are confused, as the skin 
d'stance and filters ave both very essential factors. 
If we bring in all the essential factors there will 
be not so very much difference as Dr. Bloodgood 
thinks exists. I agree with him that we should 
have a standardized technic, as it makes it so 
much easier to compare reported results. 


Most of the men who use Dr, Pfahler’s or Dr. 
Yyler’s technic use one piece of photographic 
glass next to the tube, which is equal to one mm. 
ef aluminum, and in addition use 5 or 6 mm. of 
aluminum as filters. In one of Dr. Tyler’s recent 
reports he gave as much as 15 minutes to each 
skin area, or 75 ma. minutes at an 8-inch skin 
distance without much skin irritation, 6 mm. 


aluminum, one sheet of photograph'c glass and 


sole leather as filters were used. If glass and sole 
leather with 6 mm. of aluminum. are used, skin 
irritation heals much more readily than where 
skin irritation appears after using 4 mm. alumi- 
num only. In essential uterine hemorrhage or 
small fibroids we use only 4 mm. of aluminum 
w'th glass and leather, as only a few doses are 
necessary for results. In superficial lesions we 
only use % mm. aluminum and no leather. 

We believe 4 mm. of aluminum in fibroids and 
6 mm. aluminum in malignancy with glass and 
leather in both technics are well established tech- 
nic in this country and in use by most rad ‘ologists. 

Less time is taken where 4 mm. aluminum is 
used than where 6 mm. aluminum is used, and as 
only 2 to 4 series are necessary there is not sv 
mvch chance of skin changes. particularly tanning. 

Dr. R. H. Lafferty, Charlotte, N. C—Dr. Mason 
referred to Witherbee, Remer, and McKee’s method 
of dese estimation. Most of the men who have 
used it refer to it as the mathematical method. 
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They refer to a skin dose as the unit. Of all the 
measurements put out for the establishment of 
dose, I believe that method merits your considera- 
tion more than any other. It is not at variance 
with any other methods, but it is more accurate. 
It is true we have to test our machines to see that 
we are not losing any current. 

Dr. Groover (closing).—In my paper I pur- 

osely avoided the question of technic, because I 
new that was one subject on which no two men 
agree. I shall be very glad to tell my technic 
rivately, but it is a question that always pro- 
ongs discussion and never leads anywhere. A“ter 
all, the end result is the final test of efficiency. 

Dr. Ernst asked about the division of doses in 
treating cases of uterine hemorrhage. I think his 
suggestion as to the division of doses (and I pre- 
sume by division he means giving it on different 
days) is very good, though I must confess I do not 
always give it that way. Sometimes as a matter 
of convenience I give the entire dose on one day. 
{ also agree with him about re-examination of the 
patient if the anticipated result does not occur 
promptly. I endeavored to.make that a point of 
my paper. I think he has his cases re-examined 
after the second treatment. I usually do after the 
third treatment. It may be that his procedure is 
the wiser of the two. 

Errors in diagnosis will always be made no mat- 
ter how careful you may be. Personally I have 
only had one case of uterine hemorrhage that has 
conie to operation after x-ray treatment, which 
well illustrates the diificulties that may be en- 
countered in these cases. This woman had an 
abdominal operation, an exploratory incision by a 
very competent gynecologist. It was found that 
she had a cystic ovary and slight enlargement of 
the uterus, which was thought to be of a fibrous 
type. He did not attempt to do anything with the 
uterus, but removed the cystic ovary and sent her 
to me for cure of the uterine hemorrhage. He had 
looked in, you understand. I treated her in the 
usual manner, and instead of getting a cessation 
of the hemorrhage after the second or third treat- 
ment it continued unabated. I gave her a fourth 
and fifth treatment without any effect on the 
bleeding. I believed there was something wrong 
and abandoned treatment. She returned to the 
gynecologist, who performed a hysterectomy. Ex- 
amination of the specimen proved it to be a car- 
cinoma of the body of the uterus. So I think it 
is very important, if you do not get anticipated 
results promptly, to be very suspicious that there 
has been some error in the diagnosis. 

Question.—Did he curet her at the time and 
was that negative? ; 

Dr. Groover.—I think he did. At any rate, the 
condition was unrecognized by a very competent 
man. 

Now there is one point that Dr. Martin brought 
up as to whether the roentgenologist should be 
responsible for the diagnosis in these cases. A 
man like Dr. Martin may be entirely competent 
to assume such a responsibility. Personally I do 
not care to do so, because I recognize my limita- 
tions in this branch of the diagnostic art. I should 
rather have the opinion of a competent gynecolo- 
gist who is doing this work constantly than to 
rely upon my own judgment. I doubt very much 
that there are many men present today who are 
capable of making an ophthalmoscopic examina- 
tion, because we have not had the practice. I 
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think most of us feel our limitations in that re- 
gard and etaed to rely on the opinion of a compe- 
tent ophthalmologist, and so far as I am con- 
cerned, the same principle applies to gynecologic 
diagnosis. 

Dr. Pepper (closing).—I was not so conserva- 
tive as Dr. Groover and it seems I stirred up a 
hornet’s nest in giving my technic of treatment. 

Dr. Landham spoke of ten-inch distance. We 
have d fferent machines and we should test out the 
erythema dose on each one by means of a ra- 
diometer. I always do that with a Holtz Knecht 
radiometer. It does not make much difference 
what skin distance you use if you get the erythe- 
ma dose. That is your unit of measurement. 
Sometimes in superficial cases I divide the eryth- 
ema dose into three parts, what I call the broken 
dose methods. In this paper I only spoke of deep 
therapy. After all I think we should measure 
it with a radiometer. 

Some one asked me to give my method of treat- 
ing spleno medullany leukemia. I usually treat 
these cases by giving an erythema dose over the _ 
region of the spleen, then turn the patient over 
and give another dose on the back over the region 
of the spleen at one sitting. Then I rest the pa- 
tient for about two weeks, and possibly make a 
blood count in a week to see what effect the treat- 
ment is having. At the end of two weeks I give 
a treatment over the long bones, then rest the 

atient again, getting another blood count to see 

ow much toxemia he is getting. Then'I repeat in 
the same manner. I have had some excellent re- 
sults. I do not know that I have cured every case, 
but I have had some very excellent results. 

In regard to the ports of entry in treating 
uterine fibroids I have cut down the number of 
squares to about four in front and four in the 
back, then center the ray upon the growth as 
nearly as possible and treat all eight areas at one 
sitting. This has given very good results. 

I think the Doctor is right in regard to killing 
tuberculosis germs with x-ray. It has no effect, 
but I have always accepted the belief that the 
x-ray changes the surrounding tissues in such a 
way that it does not permit the germ to live. 


SOME RARE ORTHOPEDIC DISEASES 
AND THEIR DIAGNOSIS BY 
ROENTGEN RAY EXAMI- 
NATION* 


By Wo. R. BETHEA, M.D., 
Memphis, Tenn. 


In presenting this subject it is the pur- 
pose of the writer to call attention to some 
conditions that can only be diagnosed by 
the use of the roentgen ray examination. 

The first condition is arthritis deformans 
from the result of osteochondritis deform- 
ans juvenilis. This condition was first de- 


*Read in the Section on Roentgenology, South- 
ern Medical Association, Fourteenth Annual 
Meeting, Louisville, Ky., Nov. 15-18, 1920. 
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scribed by Legg, of Boston, in 1909, as an 
obscure hip joint disease, in the Boston 
Medical and Surgical Journal in 1910, and 
in Surgery, Gynecology and Obstetrics, 
1916, also by Calve, in 1910, and by Perthe 
in the same year. 

The roentgent findings are a character- 
istic flattening and broadening of the epi- 


Case No. 1.—Osteochondritis. 


physis and neck of the femur. The ossify- 
ing centers are distorted and often seg- 
mented. The neck is shortened and thick- 
ened but usually maintains its angle. The 


articular surface in the adult may become 
flattened out in mushroom shape as is 


Case No. 1.—Negative hip. 


shown on some of the slides. The condi- 
tion is usually unilateral but may be bilat- 
eral, as was the case of one of these re- 
ported. 

The maximum changes are in the head 
and neck of the femur with very little 
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change in the acetabulum. Etiology is 
still in doubt, although many think the 
condition to be infection of low grade 
character. 

Dr. Phemister, of Chicago, reported the 
operative findings in a case before the 
American Roentgen Society, 1920. He 
found all the cultures from the case were 


Case No. 2.—Osteochondritis Deformans Juvenalis. Bilateral. 


negative. He thought the cause infection 
and stated that he attributed the negative 
cultures to the fact that the condition had 
existed for nine months prior to operation. 

Osteochondritis must be differentiated 
from tuberculous hip joint disease, epiphy- 
seal fracture, congenital conditions, and, 


Case No. 8.—Osteochondritis unilateral. 


most of all, coxa vara. Practically all can 
be excluded by the roentgen findings and 
coxa vara is the only one I shall discuss 
here. Coxa vara presents a picture of 
disturbance of the angle of the neck of the 
femur, usually partial absorption of both 
head and neck, and deformity of the ace- 
tabulum. 
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Kohler’s disease is limited to the scaph- 
oid bone. In the x-ray picture the bone ap- 
pears to be abnormally dense, shortened 
anteroposteriorly, and correspondingly 
broader. In the adult the bone takes on a 


wedge shape, as is shown on the slide in 


No. 4.—Coca-Vara (double) Bilateral. 


the lateral position. The anteriorposterior 
shows the broadening. In this case lame- 
ness was produced. The eitology is un- 
known. ‘There are very few cases on 
record. 


No. 5.—Kohlas Disease. 


SHORT CASE HISTORY WITH SLIDES 


Case 1—Name, W. R.; July 17, 1918; age, 29; 
weight, 206, corpulent; home address, Westville, 
Il. 

Personal History: Some pain in knee since he 
was six years old; some pain in hip for 10 months. 

Family History: Mother and father in old 
country (Russia). 


Present Disease: Pain in right hip and knee. 
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SHORT CASE HISTORY 
Case 2.—Name, C. F. T., July 17, 1918, Percy, 
Til; age, 26 
Personal History: 
March, 1918. 


Family History: Father and mother both liv- 
ing and in good health; 3 brothers and 4 sisters 
living and in good health. One sister dead, died 


None, except broken leg in 


No. 6.—Metastatic Carcinoma of Pelvic Bones. 


of dropsy. One brother dead, cause unknown. 
Sister was 18 months old when she died, brother 
about two years old at time of death. 

Present Disease: Patient complains of pain in 
the left hip and back since he was 8 years old; 
complains of continual aching, somewhat severe- 
ly while drilling and afterwards. Gives history 
of wrestling when eight years old and fell on 
stump with leg and foot doubled back underneath, 
and has given him trouble ever since. 


Early Osteochondritis. 


SHORT CASE HISTORY 


Case 3.—Name T. G. L.; age, 28; Rhodes, Miss. 
General appearance, good; previous occupation, 
farming. 


Family History, negative. 


Gives history of pain in hip since 8 years old, 
increascd on taking exercise, sometimes felt down 
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in knee, left leg slightly smaller than right and 
somewhat shorter. When about 17 years old pain 
became so severe the patient had to go to bed 
for a while. Was able to do some farm work 
most of the time. ’ 


Case 4.—Coxa vara, shown for comparison. 


Case 5.—Kohler’s disease. 
available. 


No case history 


Case 6.—This is a case of metastatic carcino- 
ma of a productive type, involving all of the 
bones of the pelvis in which roentgen diagnosis 
was sarcoma until the microscopic findings could 
be secured. Case history is as follows: 


Name, J. T. J.; age, 57; white; male; occupa- 
tion, farmer. 


Chief complaints, pain in both hips and consti- 
pation. Present condition: Pain in both hips 
and lumbar region for the last 18 months. Has 
not been able to work for 8 or 10 months. The 
pain radiates into the leg. The patient is rather 
poorly nourished and not very acutely ill. All 
organs found negative except the prostate which 
was slightly tender and a little enlarged. There 
was some tenderness over the ilium and sacro- 
iliac joints. Very little infiltration of soft tissue. 
The blood picture is practically negative. Was- 
sermann, negative. Urine, negative. Patient’s 
temperature occasionally showed slight elevation 
above normal. Microscopic findings of tissue 
specimen showed metastatic carcinoma. 


The main object of bringing to attention 
these conditions was that they have been 
often overlooked, and if they are diagnosed 
in-early life, we may probably save some 
suffering that may not be relieved other- 
wise. 


I may say a word regarding the opera- 
tive findings in one case of osteocondritis 
deformans juvenilis. They are extremely 
interesting. The surgeon made a V- 
shaped incision, I think, in the head of 
the femur about the epiphyseal line and 
exposed a cavity that was filled with 
broken down debris. He made culture of 
this debris and found them negative. The 
operative procedure seemed to improve the 
case very much. He was enthusiastic about 
the operative treatment of these cases and 
probably will come out later with some 
method of clearing up those little sufferers. 
The conditions are not very uncommon; 
we find them occasionally. We should be 
on guard for them when chronic condi- 
tions of low grade character about the hip 
joint are present. 
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BORDERLINE CASES IN ORTHO- 
PEDIC SURGERY* 


By Earu D. McBripeg, M.D., 
Oklahoma City, Okla. 


The class of cases coming under ob- 
servation of the orthopedic surgeon, is 
usually one of a characteristic type, the 
consideration of which bears compara- 
tively little relation to other branches of 
medicine and surgery. However, there 
are certain conditions within the scope of 
orthopedic surgery which are very closely 
related to other branches so far as differ- 
ential diagnosis and treatment are con- 
cerned, and I have chosen to consider them 
as “border line” cases. 


They may be grouped into three classes. 
First, those cases in which the symptoms 
are similar to those associated with condi- 
tions other than orthopedic, and in the con- 
sideration of which, all other possibilities 
should be eliminated before an orthopedic 
diagnosis is made. Second, that class in 
which the treatment may be classed under 
other branches as well as orthopedic. 
Third, those diseases which are likely to 
result in orthopedic conditions, the pre- 
vention of which requires treatment other 
than orthopedic. 


Specialists have often’ been accused of 
interpreting symptoms of border line cases 
to suit a diagnosis in their own particular 
specialty. To a gynecologist backache 
means pelvic disorders; to one specializing 
in genito-urinary diseases it suggests gen- 
ito-urinary disturbance; while the ortho- 
pedic surgeon can explain it perhaps, by 
skeletal irregularity. It is only when 
through unbiased investigation is made, 
taking into consideration all remote pos- 
sibilities, that a diagnosis can be relied 
upon as correct. It behooves the speclial- 
ist, then, to keep constantly in touch with 
the fundamentals and progress of other 
branches of medicine as well as the one 
with which he is most familiar. So that 
the object of this paper is not to point out 
something which is not already known and 
recognized as an end for which we should 
strive, but to draw attention again to the 


*Road in Section on Orthopedic Surgery, South- 
ern Medical Association. Fourteenth Annual 
Mecting, Louisville, Ky., Nov. 15-18, 1920. 
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fact that there is a tendency for the spe- 
cialist to become so enraptured with the 
exclusive study of problems within his 
own sphere that he will be unmindful of 
branches relative to his. 

One of the best ways of coming to a 
definite conclusion in making a diagnosis, 
is by process of elimination of each possi- 
bility in the case. As a matter of review, 
therefore, I have drawn up under Class 1, 
an outline of possibilities to be thought of 
when certain leading symptoms confront 


us. 


OUTLINE SHOWING RELATION OF COM- 
MON ORTHOPEDIC SYMPTOMS TO 
OTHER BRANCHES 


I. BACKACHE 
OTHER BRANCHES 


A. 
. Misplaced fundus uteri 
Lacerations 
8. Endometritis 
4, Pyosalpingitis 
5. Menstruation 
. Genito-urinary 

1. Prostatitis 
2. Cystitis 
4, Nephrolithiasis 
5. Gonorrhea 
6. Floating kidney 
7. Kidney infection 


. General surgery 
1. Cholecystitis 


ORTHOPEDIC 
Sacro-iliac 


b. Arthritis 
ce. Syphilis 
2. Injury 
a. Strain 
b. Dislocation 
c. Abnormal mobility 
8. New growth 
4. Malformations 
. Sacro-lumbar 
1. Disease 
a. Spondylitis 
b. Tuberculosis 
c. Syphilis 2. Appendicitis 
2. Injury | 3. Gastrointest. ulcer 
a. Strain 4. New growths 
b. Spondilolithiasis Internal medicine 
c. Fracture 1. Nephritis 
d. Dislocation Constipation 
8. New growth * Anemia 
4. Malformations Fever 
C. Other vertebrae . Aneurysm 
1. Scoliosis . Herpes Zoster 
a. Scoliosis . Neurology 
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Ill. PAINFUL 


A. Deformity 
1, Eversion A 
. Inversion 
. Bow legs 
. Knock knees 
. Hallux valgus 
. Faulty posture 
. Coxa vara 
B. Disease 
1. Tuberculosis 
2. Syphilis 
3. Arthritis 
Cc. 
1. Old Pott’s fracture 
. Old fracture tarsal or 
metatarsal bones 
. Chronic sprain 
. Improper shoe pres- 
sure 


October 1921 


FEET 
(Predisposing Causes) 


. Gynecological 


1. Pelvic congestion from 
endometritis, lacera- 
tions, etc. 


. Internal medicine 
1 


General weakness from 
any debilitating disease 
a. Influenza 
b. Pneumonia 
c. Typhoid 
d. Pul. tuberculosis 

. Constipation (chr.) 

. Cardiac deficiency 

. Renal deficiency 
Anemia 

. Focal infection 
a. Chr. appendix 
b. Gall bladder 

7. Adiposity 


. General surgical 


a. Varicose veins 
b. Elephantiasis 
ce. Thyroid disturbance 


. Genito-urinary 


a. Gonorrhea 
b. Syphilis 


. Obstetrical 


a. Pregnancy 
b. Post-partum 


. Stomach diseases 
. Otology, laryn. 


a. Focal infection 


IV. PAIN IN THE HIP 


A. Disease A. 
1. Tuberculosis 
2. Arthritis 
8. Pseudo-coxalgia 
4. Psoas abscess 
B. Injury 
1. Strain 
2. Dislocation 
8. Fracture 
C. New growth 


D. Deformity or malforma- 
tion 
1. Coxa vara 

E. Weak feet 


General Surgical 
1. Disease 
a. Appendix 
b. Hernia 
2. Genito-urinary 
a. Cystitis 
b. of blad- 


p in bladder 
3. medicine 
a. Hysteria 
b. Arthritis 
4. Gynecological 
a. Ovaritis 
b. Salpingitis 


b. Faulty posture 
2. Disease (as above) 
. Deformity of extremities 
1. Weak feet 
2. Bow legs 
8. Coxa vara 
. Soft tissues 
1. Lumbago 
2. Sciatica 


1. Hysteria 

2. Neuralgia 
3. Neuritis 
Obstetrics 

1. Pregnancy 
2. Post-partum 


Il. NECKACHE 


Scoliosis 
1. Faulty posture 
2. Congenital 
8. Acquired 

. Malformations 
1. Cervical ribs 
2. Scapula 

. Disease 
1. Tuberculosis 
2. Arthritis 
8. Syphilis 

. New growth 

. Injury 
1. Strain 
2. Fracture 
8. Dislocation 


A. Gynecological 
a. Menstruation 
b. Toxemia of pregnancy 
B. Internal medicine 
a. Aneurysm 
b. Otherwise as for back- 
ache 


Cc. larn’gy, opth’gy 
e 


1. Strain (muscle) 
2. vision 


. Sinuses 

. Surgery 
a. Brain tumor 
b. Meningitis 
Syphilis 


F. Faulty posture 


CLASS NO. 2 


Namely, those cases which are occasionally seen 
orthopedic surgeon, 
branches. 

A. ey me of the bones other than the extremities. 
. Jaw 


b 
but are usualy classified 


a. Arthritis 
b. Dislocation 
c. Fractures 
d. Osteomyelitis 
e. New growths 
. Varicose veins 
Cellulitis 
. Abscess soft tissues 
Skin 
. Spina bifida 
Hare lip, cleft palate 
Empyema causing deformity 
. Paralysis, producing deformity 
J. Coccygodynia 
CLASS NO. 8 


Namely, those diseases which produce or predispose to 


deformity. 

A. Rickets 

. Typhoid 

. Syphilis 

. Tuberculosis 

. Adiposity 

- Focal infection 

. Diabetic gangrene 

. Endarteritis obliterans 
. Arterio-sclerosis 


the 


| 

| 

a. Tuberculosis 

4 

| 

4. Injury 

| E b. Ear 

1. Otitis 

ec. Throat 

a. Tonsils 

b. Teeth 

ce. Adenoids 
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Backache is a very frequent symptom 
presented to the orthopedic surgeon. 
When analyzed properly definite lesions 
can be localized in many cases, but there 
remains a great class in which diagnosis 
is somewhat indefinite and problematical. 
The usual type is that of the stout, heavy, 
hard working men and women. In many 
of these, objective signs and the radio- 
graphs may prove negative. However, 
there are cases in which the x-ray shows 
irregularity of the fifth lumbar vertebra, 
or its lateral processes such as would lead 


one to suspect impingement upon the | 


ilium, or a partial slipping forward of the 
fifth lumbar upon the sacrum (spondilo- 
lithiasis). We have, too, the type of cases 
which present a very bad posture, such as 
the straightening of the lumbar curve 
with forward swaying of the pelvis and 
curving forward of the shoulders, and the 
opposite posture of exaggerated lumbar 
curve. A brace, corset or abdominal sup- 
port gives surprisingly great relief in 
many cases but it is too often that investi- 
gation and treatment are discontinued at 
this point. It is just in this class of cases 
that we should look for. underlying predis- 
posing causes and eliminate other possi- 
gay such as are mentioned in the out- 
ine. 


The gynecologists tell us that lacera- 
tions, misplaced fundus uteri, pus tubes 
or chronic endometritis may produce pain 
referred to the back. Now, it is possible 
that any such condition may occur together 
- with skeletal irregularity, or it is quite 
possible that one or the other be over- 
looked. Such a case is what I mean 
by “border line.” The gynecologist will 
naturally lay stress upon the pelvic dis- 
turbance while the orthopedic surgeon will 
insist upon proper support and correction 
of bony ifregularity if possible. Both are 
essential for relief. Faulty posture, con- 
striction by improper corsets or dress, im- 
proper shoe on the feet, tend to impede the 
results hoped for by the gynecologist. 


On the other hand, the orthopedic sur- 
geon must bear in mind that if there is 
pathology within the pelvic organs, his 
treatment is likely to prove disappointing 
unless this is discovered and taken into 
consideration. 
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The same is true of genito-urinary dis- 
eases. The first thought of the patient 
when he develops backache, is that he has 
“kidney trouble.” No doubt the striking 
illustrations of patent “kidney remedies” 
have a great deal to do with creating this 
idea among the laity. The excruciating 
pain of nephrolithiasis is usually charac- 
teristic. However, Osler has said (page 
720, text book) that the pain of this con- 
dition is “more often no more than a dull 
soreness.” Pain of a similar nature may 
occur with “movable kidney.” 


One very frequent cause of backache in 
men is that of an inflamed or enlarged 
prostate. The pain will in many instances 
be difficult to distinguish from that of 
sacro-iliac relaxation. Cystitis is another 
G.-U. cause of pain in the back that may 
be overlooked in the aged. Nephritis, 
anemia, hysteria are still other conditions 
which require attention in many instances. 


The following are two cases which rep- 
resent this class: 


Case 1—Bertha M., age 48, white, housewife. 

Chief complaint, pain in back. Duration 25 
years. Gives as a cause, a fall 25 years ago. 
Present symptoms: Neuralgic pain in dorsal re- 
gion, does not radiate to sides or hips. Onset: 
insidiously after a hard day’s work, attacks about 
every two or three months lasting from three to 
ten days. Pain much worse at night preventin 
sleep. Between attacks there is no pain, but bac 
seems very weak and tender. 


Past: menopause two years ago. Two chil- 
dren, youngest 14 years, no miscarriages. 

Physical: general posture very poor. Dorsal 
kyphotic curve moderate degree. All motions 
free except lateral mobility to left slightly lim- 
ited. Motion of hips normal. Moderate enlarge- 
ment at base of neck. Fine tremor of fingers. 
Pulse 80. No thrill or vascular signs. Reflexes 
normal. 

X-ray: negative. 

Past treatment, osteopathic: heat, electricity. 

Case 2.—Mrs. E., age 32, white, housewife. 

Chief complaint: pain in back and right hip. 
Duration: five years. Onset, insidious. Present 
symptoms: dull aching pain in right side radi- 
ating to lumbar region, and down right groin. 
Worse at night, preventing sleep. Has favored 
right leg by a slight limp for past year. Pain is 
worse in day time after walking. Is always 
conscious of uneasiness in right hip. 


Past: has had two children. Both living and 
well. No misc. Operation six months ago, re- 
moval tube, appdx, and ovary. 

Physical: heart, lungs negative. Abdomen, 


operation scar four inches in length on right side, 
well healed. Has considerable tenderness upon 
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pressure in region of scar. Hips: motion limited 
in extension of thigh on hip with patient upon 
face causing pain. Flexion of thigh upon abdo- 
men is also painful and abduction adduction not 
limited but causes pain when force is used. Ro- 
tation free. Reflexes normal. Tenderness in re- 
gion of right sacro-iliac joint. No difference in 
measurements of the two legs. No evidence as- 
symetry of the two hips. Walks with slight limp 
favoring right: hip. 

X-ray: stereoscopic: shows space of separa- 
tion of sacro-iliac joint (rt.). At top of joint it 
appears to be about % of an inch. At bottom 
the joint space is slightly wider than that of the 
opposite side. There is no definite evidence of 
bone destruction although the sacral part of joint 
appears rounded and the line less sharp than 
upon the opposite side. Lumbar vertebrae nega- 
tive. 

To me some of the cases complaining of 
pain in the back of the head and neck are 
the most puzzling of all. It is common to 
women of the child bearing age, and very 
frequent. 


Here again we find controversy among 
specialists, as to the cause in some of the 
cases that have “been the rounds.” From 
an orthopedic standpoint, faulty posture 
may be thought of first. Cervical ribs 
must be considered, but even when pres- 
ent, do not so often give symptoms as is 
generally thought.! Old injury to the 
cervical vertebrae may give rise to a con- 
gestion varying with the general health of 
the individual. Infectious arthritis and 
Pott’s disease usually have characteristic 
symptoms and should not be easily over- 
looked. The gynecologist will be able to 
explain this symptom in many instances 
by pelvic pathology: the internist by con- 
stipation or general weakness. The 
opthomologist will be able to find errors of 
vision to explain certain cases. The neu- 
rologist may be able to detect evidence of 


brain tumor, or perhaps explain it by hys-- 


teria. The following cases illustrate: 


Case 3.—Mrs. P. W., age 28, white, housewife. 


Chief complaint: pain in back of neck. Dura- 
tion: 7 years. Gives as cause, an injury in 
gymnasium seven years ago, in which the patient 
was rolled up in a gymnasium mat, forcing the 
head forward onto the chest. Was not uncon- 
scious. Felt as if neck was severely strained, 
and was strapped up, with adhesive. Was back 
in gymnasium within a week and resumed exer- 
cises. Since then she has had a constant dull 
ache and pressure at the base of the skull. It 
varies in intensity, being much worse after a hard 
day’s work, or much worry. It is relieved to a 


1. Henderson: A. J. O. S., Jan., 1914, p. 421. 
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great extent by laxative, and also relieved by 
massage. Worse before menstruation, improved 
afterward. Pain does not radiate. No vertigo. 
No nausea. The condition has been about the 
same ever since injury. Explains pain as being 
a constant pressure at base of brain. States that 
when most severe, pain extends to region of in- 
fra-orbital nerve. By a peculiar twist of the 
neck, can make it “crack” (which can be heard), 
and gets complete relief for a minute or so. 


Past: one child 5 yrs., and one miscarriage. 
Married eight years. Has never had serious ill- 
ness. Very strong otherwise. At age of 17 was 
treated for anteflexion, because of prolonged 
menses. Has always been constipated until the 
past year. Vision good. Ears negative. 


Physical: nose and throat clear. Teeth appear 
good. Short, heavy build. Slightly round shoul- 
ders. Heart, lungs and abdomen negative. No 
evidence of bony irregularity or deformity. 


X-ray: no abnormal condition can be made out, 


Diagnosis: indurative headache. Cause is in- 
definable. This patient has been told that the 
cause was due to retroflexion, and manipulative 
treatment given. Although the tonsils do not ap- 
pear diseased, she has been advised to have them 
removed. Various prescriptions have been given 
but only temporary relief. She has also been 
treated for neurasthenia. 

Painful or weak feet are considered 
strictly an orthopedic condition, yet they 
are only. a symptom in many instances. 
Consequently consideration must border 
upon conditions other than orthopedic, 
which cause it. In the outline most of the 
conditions mentioned are those which pro- 
duce general weakness. Pelvic conges- 
tion, constipation, with absorption of tox- 
ins, any of the acute or chronic debili- 
ating diseases may predispose to weak 
feet. When closely questioned a history of 
predisposing cause can usually be elicited. 
It should be realized then that plates, 
shoes and exercises may do a great deal 
to allay symptoms but in many instances 
results will be disappointing unless the 
underlying cause is discovered and over- 
come. Most women can wear almost any 
kind of a shoe, no matter how it misshapes 
or distorts the foot and can do a great deal 
of standing or walking without any symp- 
toms of foot strain arising. But once the 
general health is affected, an abused foct 
is likely to suffer. 


Regarding pain in the hip, this is only 
mentioned because occasionally this symp- 
tom may be misleadings Usually symp- 
toms in this region are definite and not 
difficult to differentiate. 


“Sa 
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housewife, 


Case 4.—Mrs. H., 
white. 

Chief comp.aint: pain in right hip. Duration: 
two weeks. States that three years ago suffered 
a fractured neck of right femur. Treated by 
Whitman abduction method. Good result. Has 
been walking without aid of support since one 
year after accident. 

Present: two weeks ago, right hip became pain- 
ful, and weak. Began to use crutches. fter 
four days, was confined to bed because of weak- 
ness in hip. Pain is paroxysmal and of neuralgic 
type. Is not severe at night. Lost no weight. 

Physical: well nourished old lady. General 
examination negative. Outward appearance of 
right hip negative. Flexion upon body slightly 
limited and causes the pain described above. 
Other movements free. Measurements same. 
Can bear weight upon hip but states that it feels 
very weak. 

Further history: patient states that for the 
past three weeks she has had a burning sensa- 
tion upon urination. This also increases the pain 


age 75 years, 


in her hip. 

Cystoscopic: shows ulcer about one cm. in 
diameter on bladder wall. Thought to be ma- 
lignant. 

X-ray of hip: negative. Good union and po- 
sition. 


In consideration of class No. 2, I wish 
only to say that each orthopedic surgeon 
must be his own judge as to the cases he 
accepts for treatment. Varicose veins, cel- 
lulitis, skin affections of the feet, etc., very 
frequently complicate orthopedic condi- 
tions. Affections of the jaw are usually of 
the same nature as any other bone and 
joint. However, I believe the orthodontist 
should be more frequently consulted if the 
teeth are out of line in case of fracture. 
The following case represents one of this 
class: 

Case 5.—Marg., F., age 18, white, single, school 
girl. 

Chief complaint: crackling sensation in tem- 
poro-mandibular joint. Duration: three years. 
While engaged in ordinary conversation three 
years ago, lower jaw became caught or locked. 
Was not laughing. After few moments self ma- 
— was able to push it shut. No pain 
following. From that time on, she has _ noticed 
a grating sensation in joint. Although slight at 
first, now it may be heard by others and very an- 
noying to her ears. Jaw has become caught three 
times in the past year. Each time seems to make 
condition worse. Tried to take vocal training one 
year ago and condition was so annoying that it 
was discontinued. 

Past: no serious illness. Had several attacks 
of tonsillitis three years ago, and had tonsillec- 
tomy two years ago. No history of rheumatism. 

Physical: no swelling or assymetry of face. 
By putting pressure at angle of jaw and pressing 
gently forward, a peculiar crackling sensation is 
heard and felt on both sides. Also when pressing 
on one side of the jaw, same slipping is felt, and 
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an abnormal! lateral mobility so that articulating 
surface of lower mandible can be pushed from 
side to side. All these symptoms are unobtain- 
able when mouth is not entirely closed. 

Ges zal: condition robust: heart and lungs 
negative. 

X-ray: negative. Joint surface appears smooth. 
Throat clear. Teeth appear good. 

A case representing this class which 
might consult either the dermatologist, in- 
ternist or orthopedist is: 

fm 6.—Mrs. S., age 42, white, married, house- 
wife. 

Chief complaint: eruption on toes. Duration: 
occurs every summer. Began five or six years 
ago. Burning sensation about soles of feet and 
toes, considerable itching. 

Past: has had several attacks of cystitis. 

Examination: weight 165. Teeth all removed 
two years ago. 

General examination: negative, 

Feet: arches very low. Marked hallux valgus 
on each foot. Joints freely movable. Skin of 
toes rough, having moist white scales which peel 
freely from underlying reddened tissue. 

Urine: moderate amount of albumin, no sugar, 
few whce., no casts. 

Regarding Class No. 3, I think all will 
agree that the orthopedic surgeon should 
limit himself strictly to the treatment of 
the orthopedic condition, leaving the gen- 
eral consideration to the specialist under 
whose capacity it falls. This class may be 
illustrated by the following: 

Case 7.—Boy, age 16, white, student. 

Chief complaint: painful feet. Soreness in 
groins. Duration: one year. Feet were very 
painful after walking and also complains that he 
is not able to ride horseback or on cultivator seat, 
because of pain when spreading legs apart. 

Past: always well and strong. 

Physical: weight, 180 ibs., very fat and flabby. 
R. A., 39 L. A., 39%. Abduction of each thigh 
limited to about 15 degrees. Feet markedly 
pronated, scaphoid lying flat upon floor. 

X-ray: shows an apparent well marked coxa 
vara of each hip. 

Treatment: braces for feet, exercises. Referred 
to internist. 


CONCLUSIONS 


(1) There is a class of orthopedic con- 
ditions so related to other branches of 
medicine, that only after a thorough and 
systematic investigation of all possibili- 
ties should a definite conclusion regarding 
diagnosis be arrived at. 

(2) It behooves the specialist to keep in 
touch with developments in all branches 
of medicine and surgery that the consider- 
ation of certain borderline cases may be 
based upon a broad scale. 
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PRESENTATION OF A CAUTERY 
PUNCH FOR THE REMOVAL OF 
MINOR OBSTRUCTIONS AT THE 

VESICAL NECK WITH NEW 
METHOD OF ANESTHESIA* 


By JOHN R. CAULK, M.D., 
St. Louis, Mo. 


The instrument which I wish to show to 
you with a method of anesthesia of the 
internal vesical orifice was presented in 
May before the American Association of 
Genito-Urinary Surgeons, and the paper 
has been published in the Journal of Urol- 
ogy for October, 1920. 

Since then I have performed about 
twenty more operations with the same de- 
gree of success and at this time feel con- 
vinced that it has proved a very satisfac- 
tory method of handling the lesser obstruc- 
tions at the bladder neck. About 15 to 20 
per cent of men beyond middle life are 
supposed to be suffering from prostatism. 
Most of these come or should come to sur- 
gery. The majority have been treated by 
major surgery through either suprapubic 
or perineal prostatectomy and some by 
minor procedures such as high-frequency 
cauterization, the Young punch operation, 
Chatwood galvano-cautery operation. 

In looking over the records of my cases, 
I find that about 20 per cent of all the ob- 
structions in a series of over five hundred 
cases were due to either median bar forma- 
tions or vesical neck contractures, which 
tallies with the anatomical findings of 
Randall and Lowsley.. They have found 
anatomically as we find clinically that 
many of these obstructions are in younger 
men. We have seen a number in the early 
thirties. In other words, we are dealing 
with a very frequent type of prostatic ob- 
struction, often occurring in young indi- 
viduals and frequently productive of symp- 
toms as serious as from gross enlarge- 
ments. The diagnosis of this condition 
must be made entirely by cystoscope, and 
I feel it is important that a prostatic should 
have a complete cystoscope investigation 
of the bladder before any type of surgery 
is attempted. 


*Read in the Section on Surgery, Southern 
Medical Association, Fourteenth Annual Meeting, 
Louisville, Ky., Nov. 15-18, 1920. 
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The treatment of the gross edematous 
obstructions is practically standardized, 
the cure being effected only by means of 
prostatectomy. The treatment of the car- 
cinomus prostate is still creative of discus- 
sion, but the majority should be handled 
by perineal prostatectomy, radium, or 


Fig. 1. 
Sagittal section of bladder showing bar formation. 


both. If properly performed at the proper 
time when the patient’s condition is thor- 
oughly understood, after a careful prelimi- 
nary study, the results and mortality rate 
should be excellent, probably about as good 
as we could ever hope to obtain. It then 
remains for us to find some less radical 
measure for the removal of the 20 per cent 
group of obstructions in order that the 
general mortality rate of prostatic surgery 
may be lessened. This type of obstruction 
has been under discussion for many years, 
since it was first recognized in 1830. Most 
men have felt that for such small obstruc- 
tions a large major operation was rather 
out of proportion, yet they have usually, 
been performed for such obstruction since 
no other satisfactory method had been pro- 
posed until 1909, when Dr. Young of Bal- 
timore presented his median bar excisor. 
He proved definitely that with this instru- 
ment sufficient tissue could be removed to 
effect a complete and permanent cure. 
The curative results have been excellent. 
The method, however, has not enjoyed 
popularity, owing to the fact that it is at- 
tended with some difficulties and indeed 
some dangers, these being hemorrhages 
and absorption. 


i 
‘ 
5 
— 
. 
» 
~ 


Vol. XIV No. 10 


Realizing that this would be an ideal 
method, if we could obviate these two fac- 
tors, I undertook about a year ago to con- 
struct an instrument which would remove 
the obstruction by means of cauterization 
rather than by the knife. The instrument 
which I have here to show you is a modi- 
fication of the Young punch. The outer 
sheath has no fang on the slot to hold it 
in position, as with the electric cautery the 
coagulation by burning keeps the instru- 
ment in place. The obturator sheath has 
at its terminus an iridio-platinum blade in- 
stead of a knife blade. This blade is about 
14-inch in width and of substantial thick- 
ness. I tried several smaller blades but 
they proved entirely unsatisfactory in that 
they were too frail to stand the pressure 
and the heat was imperfectly distributed. 
I have performed 40 punch operations with 
the present blade and it is still firm and in 
good condition. The blade is insulated 
from the main sheath of the instrument by 
mica plates. At the proximal end of the 
tube the current enters through a large 
contact point with screw attachment, one 
pole connected with the tube itself, the 
other with a large copper bar brazed to 
the surface of the tube and insulated with 
silk and mica. The cord which carries the 
current from the rheostat to the instru- 
ment is of large caliber and practically the 
same size as the copper bar within the 
tube. 


I wish to explain a few of the essential 
features of the electric part of this instru- 
ment. In order to burn tissues properly 
and prevent hemorrhage the procedure 
must be done slowly under low heat. Oth- 
erwise the process is about the same as 
with a cold knife. To do this, we must be 
able to burn the tissue without heating the 
shaft of the instrument. For this reason 
the conductors have been made large and 
of uniform caliber throughout so that they 
offer the minimum resistance to the cur- 
rent which is thus brought directly to the 
only point of increased resistance, the cau- 
tery blade. In this way an intense heat 
may be maintained for a sufficient period 
of time without heating the instrument. 
The inner sheath serves as a handle for 
manipulating. The burning is best done by 
a slow rotary motion which is easily regu- 
lated by using this handle as a lever. I 
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have put no irrigating attachment to the 
instrument, since we do not need dilatation 
of the orifice and there is much less dan- 
ger of short circuiting in a dry field. 

With the Young punch, the operation 
can be nicely done under local urethral 
anesthesia with cocain or novocain, for it 
is quickly over and the pain is tolerable. 
In attempting to remove an obstruction by 
cautery, however, the procedure must be 
done slowly and the ordinary anesthesia is 
entirely ineffective. For this reason it is 
essential to have a more profound anesthe- 
sia, but since it is our purpose to minimize 
the risks and hazards of operating, it is 
most desirable not to subject these patients 
to general or spinal anesthesia. Sacral 
anesthesia would be very effective for such 
operations, but this again falls into the cat- 
egory of major procedures. In observing 
the obstruction within the grasp of the in- 
strument, it occurred to me that it would 
be quite simple to infiltrate the tissues of 
the orifice with novocain through the outer 
sheath. I accordingly asked Mr. Phillips, 


Fig. 2: 
Above—The infiltrating syringe. 
Below—The instrument showing the three parts, sheath, ob- 
turator and tube carrying platinum blade. 


an instrument maker, to construct a sy- 
ringe somewhat on the order of the Ge- 
raghty utricle syringe. This syringe has 
a pistol handle connected with a tube, 
about a No. 7 French, to the end of which 
is brazed an iridio-platinum needle. An 
ordinary Luer syringe is connected with 
the silver tube at its junction with the han- 
dle of the instrument. With this syringe 
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it is perfectly simple under vision to in- 
filtrate the vesical orifice. We have used 
1 per cent novocain and one or two 20 mm. 
syringes usually suffice to produce com- 
plete anesthesia. 


TECHNIC 


After washing the uretha and bladder 
thoroughly and leaving some fluid to be re- 
tained, the sheath with its obturator is 
passed into the bladder, the obturator re- 
moved and the fluid evacuated. The orifice 
is then engaged and the sheath moved 
around the circumference of the obstruc- 
tion to be sure it is not trigone, although 
this is not necessary. It is usually perfect- 
ly simple to discern the orifice with the ob- 
struction engaged in the slot of the instru- 
ment. An evacuating tube and cotton 
pledgets are used to get the field dry. Un- 
der reflected light the syringe is passed 
down the tube and the needle is plunged 
into the tissue. Considerable pressure is 
sometimes needed in the very dense ob- 
structions. The needle is gradually pushed 
through until it comes out on the other side 
of the obstruction. This is easily appre- 
ciated. “The instrument is rotated and in- 
filtration is done wherever it is necessary. 
After a. few minutes the cautery blade 
which has been tested is passed down the 
sheath, which is held firmly in the left 
hand, engaging the obstruction. The cur- 
rent is then applied (with this instrument 
we use about 150 amperes, which gives the 
proper heat) and with a rotary motion the 
obstruction is slowly burned through. 
When this is completed the current is 
turned off. The inner tube is removed and 
the tissues extracted from the blade of the 
instrument. It is not removed through the 
inner tube by a forceps, as the calibre: of 
the tube is encroached upon the:copper bar, 
and more important is the fact that the 
tissue is so adherent to the blade through 
coagulation that it is difficult to detach it. 
If it is desired to remove pieces on either 
side of the primary wound, the instrument 
is rotated to either side and the blade re- 
inserted. I have observed with this instru- 
ment, which takes a rather large bite, that 
the midline posterior one is much larger 
than the others, evidently due to a com- 
plete cut through the obstruction allowing 
lateral retraction of the tissue. Should 
there be the slightest bleeding, the obtu- 
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rator tube with blade is reinserted and 
with very low heat the neck is cauterized. 
This operation can be done perfectly pain- 
lessly, the patient seldom appreciating that 
it is being executed, and they have all re- 
marked that it is less painful than a cys- 
toscopy under local anesthesia. 


Fig. 3. 


We have done about forty cases by this 
method and with few exceptions have not 
put in a retained catheter. We have not 
had a single alarming hemorrhage and as 
a matter of fact we have only in one or 
two cases had enough hemorrhage to make 
clots. We have had two secondary bleed- 
ings, one three days, the other two weeks 
after operation, both very slight and tran- 
sitory. There has been no patient requir- 
ing hypodermic for pain. To my surprise 
there has not been any sloughing. Most of 
the patients have experienced immediate ~ 
relief, although some have not received the 
benefit of the operation until the end of 
the week. There has not been a single chill 
or reactionary fever following the opera- 
tion, though two of the patients had high 
grade uremia with bad'y infected urines. 


All but four of these cases were done on 
typical median bars either from sclerosis, 
gland hypertrophy or cancer. The excep- 
tions were on individuals with lateral 
lobes. One of these I wish to call particu- 
lar attention to. He had had an incomplete 
perineal prostatectomy nine years ago and 
had been obstructed since, carrying a high 
residual urine with paradoxical incontin- 
ence. He was put in the hospital for 
preparatory treatment in anticipation of 
prostatectomy, as the obstruction was 
deemed too large to remove otherwise. 
After three months his improvement was 
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not sufficient to warrant major surgery 
and it was decided to try the cautery 
punch. In three sittings I removed four- 
teen pieces of tissue from the orifice and 
the patient has obtained an excellent re- 
sult; he now empties his bladder to within 
one ounce and his general condition is 
much improved. Another man had really 
a small sized median lobe, too big to grasp 
with the punch. He also was a bad risk 
and had a cord lesion. In order to shrink 
his lobe, I had a cautery needle designed 
with a point about 3.4 inches long. With 
this we pierced the lobe in many places and 
applied cauterization. This caused suf- 
ficient shrinkage to allow the punch to be 
used. The patient had had complete reten- 
tion but today empties his bladder entirely. 
I believe that lobes which are too large to 
be engaged, can often be successfully dealt 
with in this way. 


Cutting tube pushed home, 
completely excising bar. 


After Young. 


Cutting tube half way 
through median bar. 
Fig. 4. 


One patient had a recurrent carcinoma- 
tous contracture of the orifice following 
suprapubic prostatectomy and has been 
completely relieved of his obstructive 
symptoms by means of the cautery punch. 
We have encountered one case of carci- 
noma of the median bar in a prostate 
which otherwise seemed nonmalignant. 
The punch operation has been of great 
service in post-operative conditions for the 
removal of contractures and tags. The im- 
mediate results of this operation have 
been most pleasing and gratifying and I 
See no reason why they should not be per- 
manent as by the cold cutting, for surely 
there is sufficient tissue removed to pre- 
dict a good prognosis. 


In analyzing these cases, it seems that 


this operation, owing to its simplicity, its 
freedom from hemorrhage, absorption and 
other complications would offer itself as 
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the method of choice for the group of . 
prostatic obstructions due to median bar _ 
formations or contractures of the vesical © 
neck, and since it should be attended with ° 
a negligible mortality, it commends itself © 
as a means of reducing the gross death 
rate of prostatic surgery. : 
University Club Bldg. 


X-RAY REVELATION IN FRAC- 
TURES: A CASE IN PRACTICE* 


By T. F. Lockwoop, M.D., 

Butler, Mo. 
In reporting this case I am deviating 

somewhat from the confines of railroad ~ 
surgery, but the merits and purport of the © 
case are applicable from the manifold 
points of interest railway surgery em- 
braces. Before the timely coming of the . 
x-ray, surgeons were compelled to deter- ~ 
mine the nature of all fractures as best 
they could by the character of the deform- ' 
ity, the cause producing the fracture and 
by the peculiar tactile sensations conveyed 
through manipulations of the injured . 
parts. It is indeed, surprising how well 
this feat was accomplished by experienced 
surgeons of former-days. They seemed to 
have been inspired in their work as sur- 
geons and they are to be congratulated for 
their acquired skill in reducing fractures 
under no other guidance than well-trained 
hands in palpation and manipulation. It 
would be time wasted tn relate the various 
tactics used by these time-honored mechan- 
ical surgeons in differentiating and treat- 
ing the various kinds of fractures dealt 
with; for it is only in a few selected cases 
of simple fractures where apposition is 
easily obtained and maintained, as in the 
case of my subject, that such methods may 
be followed and still remain in the legiti- 
mate bounds of rational surgery since the 

enlightened days of x-ray therapy. 
In the way of further professional remi- 
niscence, let me say that there was a time 
in the days of primitive surgery, and in 


*Read before the Southern States Association 
of Railway Surgeons, Auxiliary of the Southern 
Medical Association, Southern Medical Associa- 
tion, Fourteenth Annual Meeting, Louisville, Ky., 
Nov. 15-18, 1920. ; 
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the early career of many of us older prac- 
titioners, when a broken arm or leg was 
adjusted (we called it setting), the usual 
wooden coaptation splints were applied, 
and if the patient happened to live several 
miles in the country, in many instances, 
We never saw the patient again, and re- 
sults were anything but flattering in many 
cases. This was not the surgeon’s fault 
primarily, but gross negligence on the part 
of patient and others concerned. That 
was during the good old days, however, 
when the civilized world was more at peace 
with all mankind, when physicians re- 
spected more fully their fellow-practition- 
er with due courtesy and consideration. 
We dare not and of course, should not take 
such chances nor assume the risk and re- 
sponsibility formerly taken by surgeons, 
for it would not be in keeping with pro- 
gressive medicine and surgery of today. 

With these preliminaries, allow me to 
present the case in question. 


A little boy three years of age living many 
miles in the country, while playing about a large 

indstone, turned it over on his right leg, pro- 
ucing an oblique fracture of the femur at the 
junction of the middle and lower thirds. De- 
formity at the seat of fracture was very percep- 
tible and upon the least movement of the parts 
crepitation could readily be felt. Following the 
precepts of all textbooks, and from years of per- 
sonal experience, I determined the location and 
extent of fracture with as little manipulation as 
was practical that I might not inflict unneces- 
sary injury to the surrounding tissue. From the 
long oval contour of the limb at the seat of 
fracture with ‘no perceptible shortening with the 
limb extended, I diagnosed it an oblique fracture 
with no displacement of fragments beyond a gap- 
ing of the severed bone—merely hinging upon 
unbroken periosteum at the posterior aspect of 
femur. It required but little tactile: manipulation 
to replace the parts in perfect apposition, and 
with a three-pound weight attached to the foot, 
I ‘held it in line while the following splints were 
applied. 

You will please pardon me for giving the trite 
and minute details in treating this fracture, for 
the easy and simple methods used in the proced- 
ure evoked unpleasant and uncomplimentary 
public remarks later on which I shall mention 
presently. 

Two short wooden coaptation splints two inches 
wide, padded with cotton, were applied, one pos- 
terior and the other anterior, extending in front 
from knee to the flank and the posterior from 
same point to the buttocks. Also two lateral 
splints, the internal extending from sole of foot 
to the crotch and the external from the same 
point to the waist-line and all were held in place 
with spiral bandages from toes to waist with 
figure-of-cight about the hip. As the father was 
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not at home at the time, I applied Hamilton’s long 
splint over all as a precautionary measure owing 
to the restless disposition of the child. 

One week after the accident occurred, while 
the weight, not the splints, you will observe, was 
temporarily removed from the foot, the child in 
a playful mood raised the broken leg at an angle 
of about 45 degrees without apparent pain. This 
act of the child aroused suspicion in the father 
that the child’s leg had never been broken. After 
holding numerous private councils with different 
doctors, some expressing free opinion that a Yoni 
tient could not lift a broken leg one week after 
the occurrence, with splints applied as above de- 
scribed notwithstanding. From borrowed opin- 
ions from those who thought they knew, the father 
became obstreperous and on the second week, 
called in another physician, one with whom 
he had previously counciled regarding the 
case. Many measurements and repeated trials 
at mobility at the seat of fracture of 
two weeks’ union in a_ healthy child, gave 
the father the assurance that the child’s leg 
had never been broken. I replaced all dressing 
as before the examination, knowing, beyond a 
doubt, the leg had been broken. The following 
day the father called over ’phone saying he was 
bringing the child to town to have an x-ray made 
of the leg. He did not bring him to my office, 
but took him to another physician’s office for the 
work. I was permitted, of course, to be present 
at my own execution under the tell-tale evidence 


were present, ready to help, if need be, to 
adjust the blackcap of professional degradation 
over my poor, defeated, insignificant soul! But 
alas! When the light flashed behind the nega- 
tive, there was the visible oblique line that I had 
hoped to see and felt sure would appear, running 
through the full width of the bone at the desig- 
nated portion of femur! 

If you have never had the acid test applied 
to your work when you know that by some un- 
foreseen casualty the thing so much desired may 
fail to show up, you cannot fully realize the joy- 
ous sensation that comes over one when his ar- 
dent hopes and expectations are suddenly 
crowned with victory in the frowning face of op- 
posing factions and factors. Needless to say, the 
father was sorely disappointed while his council- 
ing physician endeavored to console him by dis- 
puting the x-ray findings and: saying the bone 
was merely cracked and not broken, a distinction 
without a difference in the matter of argument. 
A photograph of the broken bone was sent to ex- 
pert surgeons and radiographers of Kansas City, 
and after careful examinations, confirmed in the 
affirmative. 


I bring this before you to show how physicians. 


working in good faith in an endeavor to give 
their patients the benefit of every doubt, may 
have their honor and professional reputation as- 
sailed by those who are either inexcusably ig- 
norant in bone surgery, or do so through mali- 
cious intent. 

Let me say in behalf of the x-ray that it is the 
greatest boon to the science of surgery of all 
other modern discoveries. First: it discloses 
facts as they exist. By the x-ray we may de- 


termine the true nature and extent of all frac- 
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tures. Second: it furnishes timely aid in adjust- 
ing and maintaining the fragments, the most im- 
portant of all. Third: it gives personal satisfac- 
tion and profound security to the physician from 
the standpoint of surgical responsibilities when 
we can see and know that the broken bone is in 
perfect apposition or as nearly so as it is possible 
to place it. Fourth: it brings the most intricate 
complications of bone injuries under the scruti- 
nizing vision of our own eyes, disclosing otherwise 
hidden defects in the human skeleton with such 
nicety as to render the treatment of fractures 
simple. We may observe the process of ‘bone re- 

air from time to time if we so desire. Fifth: 
it verifies and qualifies diagnosis in questions of 
doubt, revealing unmistakable evidence of real 
conditions, setting aside all matters of contro- 
versy, and we as railroad surgeons, as well as 
all other corporation surgeons who are con- 
fronted with difficult and puzzling cases and con- 
ditions of bone injuries, some true and some al- 
leged, no longer have to depend on expert bone 
surgeons to verify our diagnosis before the courts 
trying damage suits, but merely produce x-ray 
photographic evidence of the parts as they exist, 
saving the profession much embarrassment and 
public criticism. 


In the way of admonition to the younger sur- 
geons present, let me advise you to do your ut- 
most at all times, leaving nothing undone no mat- 
ter how yr it may seem to the patron or pub- 
lic, that will have any bearing on the betterment 
of your patient’s condition. At this day and age, 
when the world is gormandizing on the public 
pelf of the land, much of it obtained from un- 
reasonable and questionable sources, allow me to 
again implore you to exercise precaution in all 
cases of bone surgery. Better overdo than un- 
derdo legitimate methods employed, for there is a 
vile serpent hiding in the environments of every 
broken bone in the human body in the form of 
damage-seeking proclivities possessed by many 
who employ you, and its warning hiss may be 
heard in all suspected irregularities in bony union 
following fractures. 


, DISCUSSION 


Dr. H. A. Royster, Raleigh, N. C.—There is 
probably not a man here who has not had an ex- 
perience of this sort. Perhaps most of the time 
it has been on the other side of the fence; we 
have found things we didn’t know were there, in- 
stead of discovering a thing that was thought not 
to be there. We can restrict the discussion of this 
legitimately to the lost and found department. 


Dr. M. F. Bledsoe, Port Arthur, Texas.—I can 
recall a number of instances where the attending 
surgeon, due to friendship to his patient’s pock- 
etbook, knowing well in his own mind that he had 
made a correct diagnosis, and had rendered the 
proper treatment and used the proper appliances 
in fractures, felt that it was not necessary to 
have an x-ray. Everybody agrees, the consult- 
ants agree. And yet six months later on, or a 
year or two later, things happen because you 
didn’t have that x-ray made. The point is, in 
passing, I believe it is due a man to do those 
things necessary to protect himself. Now this 
doctor knew full well what he had there. He 
didn’t make a practice of taking all of his cases 
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to the x-ray and incurring that extra expense. 
At the same time we cannot treat fractures with- - 
out the use of x-ray. This paper makes, me say . 
that, because surely, if he got up against this 

roposition, there are others. It took mea very 

ong time to force all my cases of fracture to 
the x-ray. But unless they agree to have an 
x-ray, they have to get some one else to treat 
them. As, Dr, Royster said, it is the other direc- 
tion in which the x-ray reveals the trouble. Never 
lose sight of the fact that you cannot without an . 
x-ray give a patient the service you could with 
an x-ray. 


Dr. D. M. Higgins, Gainesville, Texas —We 
should teach our patients that we are the doctor 
or surgeon in charge and they have to do it our 
way or get some one else. Our po expect to’ 
be x-rayed when they come in with a broken bone, 
I don’t care how trivial a fracture it sems to be, 
the x-ray will reveal things that you have not. 
suspected. Just the other day I had a fracture: 
of the arm. It showed a pale line of the radius. 
It did show me how to treat it. If we go back 
over a number of years of practice where you 
thought you had pretty good results, and checked 
them up with an x-ray it would be a revelation 
to us. I should hate to go back over some of 
mine, I am sure. I go to every fracture with 
fear and trembling. It is the hardest work and 
most unsatisfactory work that I have to do. And 
I believe not only in practice but in all cases, 
you should be the surgeon in charge and not do 
what you are told. You are responsible. 


The same thing comes up in all ‘injuries and 
abrasions where you have to give anti-tetanus 
serum. They do not want to take it, and they 
say it is unnecessary. I tell them to go to some 
one else. I will not treat a wound or injury 
where I cannot give the serum. You have to 
make rules of your own and stand by them, and 
in a little while you will educate your people that 
way. 


I thought not long ago I had killed a big fellow 
with the serum. have been frightened many . 
times, but never so badly. Some railroad people 
were brought in twenty-five or thirty miles, one : 
with fracture, the other with concussion. The one 
with fracture, to whom gave anti-tetanus 
serum, in ten or fifteen minutes looked as if he 
were going to die. I thought it was the serum, I 
still think so. We gave him strychnia and every- © 
thing else we could think of and had all the 
nurses of the floor busy. An hour later it looked 
as if he was going to die in spite of all we could 
do. The point I wish to make is: this might oc- 
cur in any serum. Give a few drops and wait ten 
or fifteen or twenty minutes and give the rest. 

Use your x-ray as often as possible. There is 
hardly a place now I think where an x-ray is not 
close enough for us to get the patient there. 
Sometimes I do the fracture up first, then take 
the x-ray. Another thing: when you have had 
an x-ray and put your splints on, have it x-rayed 
again and see that you have it right. You don’t 
always have it right. If you get your x-ray you 
know you have your fracture. If you can have 
the fluoroscopic table fixed so you can just hold 
the fracture under that, all the better. Of course, 
in open fractures, where you put on your bone 
plate and splints, it is well enough to check them 
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up too because they slip sometimes. Keep check- 
ing them up. When you are ready to dismiss 
them have it fluoroscoped or x-rayed again. Some 
particular friends of the doctor will try to tell 
the patient it is not right yet. You need to keep 
a check on it. 


Dr. J. S. Turberville, Century, Fla.—I too have 
looked at some fractures I thought all right and 
found wrong. I was pretty well satisfied with 
my fracture treatment until I began to x-ray. 
Now I am one of the most dissatisfied men you 
ever saw with fracture work. The Doctor spoke 
of x-raying your patient after you had them,up. 
I remember last Sunday I did that. I had it up 


all wrong. It was a Colle’s fracture I thought 
I had it up all right. It was a pretty bad dis- 
placement. I x-rayed after it was in the splint, 


and it was all wrong. I took it down and put it 
up again, and worked until I got it all right. I 
think I shall make it a practice to keep a record 
and plate for cvery case dismissed, because the 
claim man will come around after awhile and 
want to know how to settle with that patient. 
You will be able by that means to tell him about 
what will be the outcome in a case of that kind. 
It will leave the company in a position to settle 
with the man more intelligently and it will often 
get for the man something he wouldn’t get, some- 

ing he would bo entitled to. I think, for all 
concerned, it is better in all cases to-x-ray your 
patient if possible before and after putting it up, 
and then certainly when the patient leaves your 
hands. If a man has poor results and you tell 
him, you are not so apt to have to settle with 
him afterwards as you would be if he went off 
believing it all right and some one to!d him later 
it was all wrong. I had that brought to my mind 
very forcibly a number of years ago. ‘It was a 
case of broken femur. After the patient got up 
on crutches he fell and rebroke the bone. He had 
an inch shortening. I told him when he left he 
had an inch shortening, but I didn’t have an 
x-ray. He went to New Orleans and some one 
x-rayed him there and told him he had a poor 
result. I told him when he left, “You have a 
shortening, but a useful leg. When the stiffness 

ts out you will have a useful leg.” He wrote a 

itter letter after consulting the radiologist. I 
told him to wait awhile and see. Later he went to 
his home in Ohio. I had a very nice letter from 
him saying he was playing baseball, it was all 
right, and somebody had lied. I would have been 
extremely gled to have had an x-ray picture so 
that I could have told him the full truth. I knew 
he had a shortening but the position of the frag- 
ments I did not know. 


Dr. E. T. Newell, Chattanooga, Tenn.—The 
x-ray as it has been brought out by those who 
bave discussed this paper is not only to be used 
where you have fractures, but its chief use is 
where you don’t know whether you have a frac- 
ture or not. Of course, if you have a fracture 
and know you have a fracture the x-ray will 
help you to know just where your fracture is, and 
just how to proceed with your mechanics to re- 
store the segment in direct apposition if you can. 
I wager, if you will x-ray all the emergency 
cases brought in to you where you don’t suspect 
fracture, in the hands of industrial surgeons who 
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are doing this work every day, you will find 10 
= eent of fractures that you couldn’t possibly 
ave found any other way. I believe that at least 
10 per cent of these fractures, the x-ray will 
diagnose; that where you have to make a careful 
examination and have no indication further than 
just a little pain, probably no swelling, no lacera- 
tion of the tissues, no other indication at all ex- 
cept that the patient was hit in a certain locality 
over a certain bone, the x-ray will show that frac- 
ture exists. Therefore the x-ray saves you, two 
or three weeks later, from being humiliated by 
the patient returning and showing you a large 
callus, or having gone to some other doctor who 
mad? the diagnosis, or some other radiologist who 
did the same thing and you find that you have a 

fracture that has not been set. 
Sir 


We ought to be very careful about this. 
Thomas Bolby came hers to the Clinical Congress 
in 1917. He visited Camp Greenleaf, and was 
making an address on “Fracture of the Femur.” 
He asked the doctors there, “Is there any man in 
the audience who can properly set a fracture of 
the femur every time?” He waited two or three 
minutes. Nobody answered. He said, “I knew 
when I asked the question nobody would answer, 
because I knew there were no damn liars and 
damn fools in the crowd. We cannot do it in 
England. When all the men who have been evacu- 
ated to the base hospital have been unable to get 
direct apposition of their bones in every case, I 
didn’t think there was anybody in America who 
could do it. Even after the x-ray pictures have 
revcaled just the exact position, stercoscopic pic- 
ture, if you please, you can not correctly set them 
every time. But it is not necessary to get one 
hundred per cent approximation. If you get fifty 

er cent approximation, if you have even some 
ateral displacement, just so half of the bone is in 
contact, and you get correct alignment, you are 
doing well. I bring this to your attention because 
some one has just mentioned showing the bones in 
absolute approximation. That is not absolutely 
necessary. You do not have to get a perfect 
x-ray. Somebody said he was displeased with 
fracture work after looking at the x-ray pictures. 
You cannot get one hundred percentage setting 
fractures unless you cut down on the bone. The 
x-ray tells whether to leave it as it is or to cut 
down on it. Then tell your patient, ‘We can leave 
you thus and you may have a good result, but if 
you are not willing to accept this, the only way 
that we can give you and end to end one hundred 
per cent approximation is to cut down on the 
bones.’ I believe that the x-ray will keep us out 
of more trouble, more litigation, than anything 
that has occurred to us in a long time.” 


Now you know that in most states where you 
have a Workmen’s Compensation Board there is 
nobody to sue, if a man is not pleased with the 
way his arm is set, except the doctor. He is 
under the Compensation Act, he cannot sue the 
people he works for he cannot sue the insurance 
company. There is nobody left but the doctor in 
the compensation states. The x-ray should check 
up on these cases. You should keep them and 
hang on to them, for two or three years, because 
you ought to have records anyhow, and they are 
for your own protection. In that way you will 


do more satisfactory work and protect yourself. 
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Dr. J. A. Orr, Paris, Ky—As a matter of self- 
protection in all our work, but especially with the 
railroad companies, we ought to have x-ray pic- 
tures made of all these cases. As Dr. Newell has 
suggested, in states where we have compensation 
the doctor is the only one left to sue. The coun- 
try is not entirely free from ambulance chasers 
and the uncthical practitioners who advise their 
patients to do things they would not do otherwise. 
The law holds any surgeon who undertakes to do 
surgery, equally whether it is a charity case or 
whether he is doing it for a handsome fee. For 
his own protection I think it is very essential that 
he always have x-ray plates made. 

Another feature of the x-ray: It may be used 
for evil as well as good. I had a recent expe- 
rience of that kind. There was a railroad case 
in which the man sued the railroad company. He 
had a fracture of both rami of the jaw, no other 
trouble, but the lawyers got hold of the e7se and 
got an osteopath to make pictures showing an 
x-ray of the spinal column. The _ osteopath 
pointed out several places betwevn the vertebrae 
that were closer together than they ought to be, 
and a lot of quack and bosh w2s presentd to the 
jury. Other x-rays were shown in which the 
man evidently held his jaw veluntarily out of 
alignment that showed up in the testimony be- 
fore the jury and made a much better case for 
the defendant than he would have had otherwise. 

Another point was mentioned by Dr. Newell. 
We cannot always get porfect. alignment in fr2c- 
ture work. The x-ray has shown very clearly 
that in many cases where, previous to the time 
when we began using x-rays so much, we thought 
we had gvuod alignment, we find th*re was a mere 
proximal alignment. It is not always wise in 
thes? cases especially to make a practice of show- 
ing the x-ray plate to the patient. The patient 
comes along and sees that only half of those bones 
are touching. H> suspects at once he hasn’t good 
results and has not had the proper treatment. It 
is a wise policy not always to show the x-ray 
plate. Keep that in your laboratory for refer- 
ence. 


Dr. A. G. Fort, Atlanta, Ga.—The value of the 
x-ray for industrial surgeons is not confined to 
its use in fractures. As oculists for several or- 
ganizations we have come to the conclusion that 
where we have an abrasion of the cornea and the 
foreign body is not present in the cornea and the 
wound is a deep one, we submit the patient to 
an x-ray to detcrmine the location of the foreign 
body That was impressed on us very forcibly 
by an experience we had just about two months 
ago. A young man came in with a history of 
‘having a foreign body in the cornea. We could 
see no evidence of a foreign body. He was treated 
and sent back to work in two or three days. 
Later, he came back complaining of pain and 
interference of vision. We examined him care- 
fully and submitted him to an x-ray and found a 
small piece of steel embedded in the lense. This 
man will have a traumatic cataract as a result 
of the injury. If we had found it earlier the 
result would have been the same, but we would 
have been saved much embarrassment. 


Dr. Lockwood (closing).—I wish again to em- 
— the importance of the x-ray in fractures. 
efore I had fully recovered from the chafing 
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effect of this man’s criticism, I was called to see 
a little girl in the same neighborhood who was 
thrown from her horse, receiving a dislocation of 
the elbow and a fracture of the external con- 
dyle. After reducing the dislocation, owing to 
the extreme swelling, the contour of the elbow 
looked almost perfect. Realizing I also had a 
fracture to deal with, I had her brought to town 
that I might x-ray the elbow. I called another 
physician to see the arm. From a casual exami- 
nation of the elbow previous to taking an x-ray 
he was of the opinion, and so stated, that he be- 
licved I had had nothing more than a dislocation. 
I said, “We have a fracture of the external con- 
dyle.’ Speculating on opposite opinions, we 
placed the arm under the x-ray, and the fracture 
was plainly revealed. There was much separa- 
tion of the fragments. Let me say just here that 
you cannot every time adjust your fractures per- 
fectly under the x-ray. We failed to do it in 
this instance. We adjusted it as best we could 
and told the parents of the child she would have 
some deformity of the elbow, but perhaps good 
function of the arm would be maintained. 


THE SERIOUSNESS OF SYPHILIS TO 
THE RAILROADS AND THEIR 
EMPLOYEES* 


By JoE P. Bowpo1n, M.D., 
Adairsville, Ga. 


The relation of venereal disease infee- 
tion to the operation of railroads of our 
country has not been given the consider- 
ation that it should receive. The awful 
facts and the terrible menace of these dis- 
eases to the country at large and the South 
in particular, owing to its negro popula- 
tion, were brought forcibly to the atten- 
tion of all thinking men by the assembling 
of our army for the world war. This in- 
formation has caused the awakening of all 
industries to a greater or less extent to 
the problem of venereal diseases, their 
prevention and cure. It is also attracting 
the attention of those who have the opera- 
tion of the vast system of railroads in their 
hands. The question of loss of time of 
trained labor; the moral effect of one - 
known to be infected, who comes and goes 
among his fellow workmen, thereby en- 
dangering them; the suffering of the indi- 
vidual in physical and mental pain and re- 


*Read before the Southern States Association 
of Railway Surgeons, Auxiliary of the Southern 
Medical Association, Southern Medical Associa- 
tion, Fourteenth Annual Meeting, Louisville, Ky., 
Nov. 15-18, 1920. 
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morse; the loss of time to the infected and 
the consequent non-production, not consid- 
ering the possible terminal results of per- 
manent disability and perhaps a continued 
charge to the Brotherhood as a beneficiary 
-or the state as a dependent; the tremen- 
dous risk that the insidious invasion of 
brain and nerve syphilis entails upon the 
‘traveling public and the loss of life and 
property to the Brotherhood, the railroad 
corporations and the general public, and 
_the debility that is brought on from the 
disease in chronic form, which makes the 
individual susceptible to other infections 
and prevents recovery from accidental in- 
juries: all these and many other phases 
of the venereal infections should cause us 
to give earnest consideration to the serious- 
ness of syphilis to the railroads and their 
employees. 


Because of the fact that venereal dis- 
eases have been on the reportable list only 
a short time, the investigations have so far 
been limited so that we are not in position 
to state with accuracy what conditions are, 
but the light is beginning to dawn, and 
from the first rays reaching us it would 
appear that the railroad employee is a 
_great sufferer from these diseases. 


From a clinical study of an occupational 
group by Dr. John H. Stokes, Chief of the 
Section on Dermatology and Syphilology, 
Mayo Clinic, Rochester, Minn., and Helen 
E. Brehmer, the following is quoted: 


“The writers have been for some time under 
the impression that syphilis is an exceptionally 
common disease among railroad employees, and 
that it constitutes a grave and unrecognized 
menace to their personal welfare and industrial 
efficiency and to the safety of the traveling pub- 
lic. In order to ascertain the statistical basis for 
this impression a review of 3,000 unselected his- 
tories of Mayo Clinic patients was made with a 
view to comparing the amount of. syphilitic in- 
fection in railroad men with that of certain other 
occupational types. Of these histories 1,657 were 
grouped under occupational heads fairly repre- 
. gentative of the average American citizen. These 

1,657 cases included men and their wives, 1,143 

af the former and 514 of the latter. The pres- 

ence of syphilis was demonstrated in those cases 
by a searching examination in the Section on 

Dermatology and Syphilology following their rou- 

tine general examination. 

“The following table presents the relative por- 
‘ tions of syphilitic infection in the general occu- 
-pational types considered: 
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Occupational Types Men Only Sa 
| 
a 
Railroad Employees ..............| 128 ag. 184 10.3 
Laborers 248 6.1 297 6.9 
Business Men (Tradesmen, 
236 3.8 311 3.2 
Farmers 536 1.5 865 | 14 


“It would appear from this table that syphilis 
is approximately: 

8 times as prevalent in railroad employees as in farmers, 

8 times as prevalent in railroad employees as in business 
thane as prevalent in railroad 
laborers. 

“Camp, before the Neurological Section of the 
American Medical Association, presented a study 
of epilepsy and paresis in railroad empioyees, on 
which after detailing five cases he showed that of 
87 admissions to the State Hospital at Kalamazoo, 
Michigan, within a given period, 13 were of men 
employed in the operating department of rail- 
roads, 5 of whom were engineers. 

-“Of the 50 railroad employees of all grades con- 
sidered: 76% were engaged in actual operation 
of trains; 24% were engaged as yardmen, section 
hands, telegraphers, etc. 

“(36% were on the engines.) 

“Of the same 50 men, 42 contributed data on 
their sex habits, and 80% admitted at least one 
attack of gonorrhea. 

“The effect of syphilis and gonorrhea on the 
second generation in the group considered is sug- 
gested by the fact that of 36 marriages 44% were 
either sterile or marred by miscarriages. 

“One of the locomotive engineers in the series 
became responsible for a breach of orders, run- 
ning past a siding with a resultant collision of 
his freight with a passenger train. Many of the 
men were irritable, quarrelsome, inattentive or 
fuddled. One patient, a locomotive engineer in 
charge of a very large and powerful engine sub- 
sequently described vividly his impulse to run 
engine, train and all, through the terminal station 
building, and the subsidence of this dangerous ir- 
ritability following the beginning of treatment.” 


The chief surgeon of the Michigan Cen- 
tral states that four large and important 
wrecks on his road have recently been 
traced to paresis in the engineer. Another 
chief surgeon has reported that one of his 
engineers on leaving his route went home 
and attempted to throttle his wife and 
made an apparent attempt to kill his 
daughter. Within three hours he had no 
recollection of so doing, although his wife 
and daughter were in a precarious condi- 
tion due to shock. He was found to be 
syphilitic and was given other work by the 
company. Dr. A. K. West, Chief Surgeon 
of the Oklahoma Railway Co., said in dis- 
cussing the matter: 


“That such accidents may occur, and that this 
(syphilis) is a source of real danger is illustrated 


ployees as in 


| | 
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at the present time, and that we have one of our 
interurban conductors in the asylum in late stages 
of — paresis, discovery of the condition due 
to his lack of memory relative to train orders.” 

These instances could be multiplied, but 
probably in your own experience you will 
recall accidents or delayed recovery from 
injuries that were due to venereal infec- 
tions. 


The statistics for our State, Georgia, 
are so limited that we are not justified in 
quoting from them. The reports for last 
year gave us about 6% venereal infections 
among railroad employees, and the past 
six months about the same. We quote only 
one report reaching us. Dr. Hafford re- 
ports to the Georgia State Board of Health, 
“for a period of twelve months on 85 men en- 
gaged in the passenger traffic department. Of 
these 85 men 16 contracted gonorrhea, six white, 
ten colored. The average time lost was five days, 
making a total loss of 80 days at $6 per day, $480. 


“Of the 85 men, 11 contracted syphilis during 
the twelve months, three white, eight negroes. 
The average time lost was only three days, a 
total of 33 days. One of them, a fireman, is to- 
tally incapacitated. 


“It is encouraging to note that the infection 
for 1919-20 was considerably lighter than 
1918-19.” 

A few of the railroad corporations are 
offering to their employees hospitalization 
for venereal diseases, a notable examp'e 
being the St. Louis-Southwestern Rail- 
road Company, Dr. A. E. Chace being the 
chief surgeon. At this hospital out of 
1,000 cases 117 were venereal. The cost 
was $50.56 per case, making the total $5,- 
912.52, or $5.91 per year, or .49 per man. 


The Division of Venereal Disease Con- 
trol of the United States Public: Health 
Service has been actively at work on the 
problem. A number of conferences have 
been held. Assistant Surgeon General 
Pierce is meeting with encouragement 
from both the railroads and the brother- 
hoods. As the seriousness of the infec- 
tion is brought out and understood, it is 
quite likely that more pronounced action 
will come from the various organizations 
of labor, for on them falls the responsi- 
bility of the care of those who are so un- 
fortunate, owing to their own sinful con- 
duct, as to become nonproducers from 
venereal infections, but who participate in 
the fund that is raised for the purpose of 


taking care of those who are disabled. The 
question might be raised, is disability from 
venereal disease a legitimate charge 
against this fund? We are not familiar 
with the practices of the brotherhoods in 
admitting members and in continuing 
them, or their restrictions on diseases, but 
we assume that all submit themselves to 
thorough physical examination on entrance 
and should do so at regular intervals. The 
local surgeons of our railroads should be 
the unbiased friends of both the corpora- 
tion and their employees. They should be 
in position to give each absolute justice 
and be the arbiters and adjusters of all 
disputed questions pertaining to the health 
of the men and to the injuries they sus- 
tain. We should be absolutely neutral, 


and we must give them relief quickly, pain- 
lessly and permanently so far as in us lies. 


DISCUSSION 


‘Dr. Duncan Eve, Nashvi'le, Tenn.—Syphilis 
or vencreal disease is a very considerable fac- 
tor in the treatment of injurics and compli- 
cations. We have many cases where a Was- 
sermann would be of very great advantage. 
I can call to mind a case that I had under 
observation which will readily illustrate this 
very fundamental fact. It was sent from a 
local surgeon to headquartcrs. He had only had 
an injury to the dorsum of his foot. It was a 
simple laceration without any fracture, and ac- 
cording to the local surgeon it had gotten well 
upon two different occasions. It became inflamed 
and ulcerated, and he was having so much trou- 
ble with it, he sent him to us. We at once, after 
questioning him, insisted upon having a Wasser- 
mann made. It was four plus. We then insisted 
upon giving him neo-arsphenamin intravenously, 
which he refused. I told him he would be dis- 
charged unless he submitted. Then he agreed to 
go into the hospital. After having four injections 
of neo-arsphenamin, he had another Wassermann 
made, which was negative, and he was released. 
In about eight weeks, as a result of this anti- 
syphilitic treatment, we had no more trouble with 
his foot. We kept him under observation, under 
our own care, for six months. 


Then the claim department of our Road criti- 
cized the chief surgeon for the expense of having 
this patient under treatment so long. We came 
back of course with a very curt answer, saying 
that it was none of the claim department’s busi- 
ness. I am sorry for any chief surgeon or any 
other surgeon who is under the claim depart- 
ment. It handicaps him in many respects. 


We all know of many instances where we have 
trouble, such as the one cited, and we should in- 
sist upon a Wassermann, insist upon an investi- 
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gation, and sce the part this infection plays. I 
‘believe it is very much more serious than the 
gentleman’s quotations from the Georgia Report 
‘(which are perhaps not complete) would indi- 
cate. I believe we have many cases where if a 
Wassermann were made, we could determine the 
cause of the tardiness in recovery, the tardiness 
of the wound or fracture to unite in many in- 
stances. I believe we should make these tests as 
a rule very frequently upon such cases as are 
suspected, and prevent serious complications in 
many cases. 


Dr. M. W. Seagears, St. Augustine, Fla.—The 
menace to railway employees today, the greatest 
menace of all, is the infection by venereal dis- 
eases and especially syphilis. The solution of the 
trouble is up to the chief surgeon and his con- 
freres, and the local surgeons of his organization. 
There is only one way to eliminate the menace of 
this kind. Thcre is no disagreement as to the 
menace. It is a subject important to all of us 
That is for the railroads to exact a Wassermann 
test from every one seeking employment in its 
railway service. That may bea very broad state- 
ment, but it is the logical conclusion from the 
pap‘r we have just heard. It is so full of facts 
that it eliminates discussion. We all know the 
existing condition. I want to say, as chief sur- 
geon of the Florida East Coast Railway, we are 
going to put into effect immediately that very 
plan for employment that every man must have 
a Wassermann made before he can be employed 
by that company. 

We must not stop at this. Efficiency to the 
railway and efficiency to civilization is the one 
factor we want to represent as surgeons of the 
railway company. It would be a very e2sy mat- 
ter to check up, through disease and through ac- 
cident, the resulting conditions, both surgical and 
medical. 

As Dr. Bowdoin has sid, what is the expense 
to the railroad in comparison with the efficiency, 
and above all things, the elimination of the 
menace to the traveling public and the homes and 
the communities which our railway employes 
represent. There is no argument in my mind 
that can be brought up. This rests with the 
chief surgeon, and I hope that the conference 
this aft-rnoon of the chief surgeons will be 
unanimous in that one subject. 


Dr. J. R. Compton, St. Louis, Mo.—The spinal 
fluid test is often the only source to determine 
insidious neural syphilis. Sometimes you don’t 
get this information from your Wassermann, and 
it occurred to me that it should be a routine test 
along with Wass-rmann for checking up the 
neural syphilis. As the essayist has mentioned, 
it is a menace to the general public to have an 
engineer or other employee who may be suffer- 
ing from neural syphilis. 

Dr. D. Z. Dunott, Baltimore, Md.—I do not be- 


lieve that we would be justified in making a gen- 
eral Wassermann of all who seek the service, ir- 
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respective of their occupation. There are too 
many things that enter into the question of em- 


ployment, to permit such an idzal situation. If» 


such a compulsion was placed upon the employee 
who, by reason of his occupation, exposed his fel- 
low employees or the traveling public to danger 
by reason of his physical or mental failure, I 
think we would have an opportunity to get a 
talking ground. But if we attempted, for in- 
stance, to have every trackman who is hired, have 
a Wassermann test I doubt that we could get any 
employees at all. Nor do I believe it makes much 
difference about the average trackman except for 
himself. I am speaking now from the railroad 
viewpoint. Therefore, in making any recommen- 
dations or in reaching any conclusions as a body 
of men, we should tcmper our ideal desires with 
the practical equation we have to meet. I suggest 
that in case this body at any time reach the con- 
clusion that it is its duty to recommend to rail- 
roads by whom we are employed, that Wasser- 
manns be made, that they confine their recom- 
mendations to the-employees who by reason of 
their occupation cause grave danger to the pub- 
lic and their fellow employees. 


Dr. Bowdoin (closing).—As far as requiring 
the routine Wassermann to be made is concerned, 
we are obliged to educate the men and the people 
to a errtain extent before attempting it. If you 
will remember, I mentioned in my paper that the 
brotherhoods should be interested to a consider- 
able extent because as I understand it, they have 
to pay for this as well as other disabilities. I 
believe if ‘this menace were properly brought be- 
fore the railroad brotherhoods that they would 
d-mand that it be done. Of course, we cannot 
depend alone on the Wassermann test. We all 
know that we should have clinical symptoms as 
well as a positive Wassermann to be sure of our 
ground. If we will begin to make a start by edu- 
cating our pcople we will soon arrive at a place 
where the men themselves will demand that the 
men who work with them as their companions 
shall be clean and free from infectious and con- 
tagious diseases. I would caution that we be 
careful in requiring a Wassermann on every em- 
ployee. I don’t believe that that is a good thing 
yet. Of course that is a subject for the chief 
surgeons. Dr. Compton spoke of the spinal fluid 
test. I think that is very necessary where you 
suspect that you have any trouble. 


I wish to take your time to give you a little 
bit more light into the seriousness of neuro-syph- 
ilis. In our institution for the insane in Georgia 
we have just a few over four thousand inmates. 
Of that four thousand inmates there are one 
thousand and thirty-seven who give _ positive 
Wassermanns. It is a serious proposition. It 
costs the State of Georgia over $300,000 per year 
to take care of it. These cases are old cases. 
They had chancre years ago and forgot about it. 
The mental condition developed years afterwards. 
It is a most serious problem so far as railroads, 
brotherhoods and the public are concerned. 
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PASSING OF THE AMPUTATION 
SPECIALIST* 


By W. R. McKINLEY, M.D., F.A.C.S., 
Columbus, Miss. 


It is but fair to say that a paper along 
this line of thought was prepared for the 
Association of Surgeons of the Southern 
Railway and published in the Interna- 
tional Journal of Surgery within the last 
few months. However, the subject seems 
to possess enough of importance to justify 
bringing it before the profession again. 
Especially is this true among surgeons do- 
ing emergency and railway surgery, since 
the question of amputation or saving a 
limb is so frequently presented to them. 

Surgeons of extensive observation and 
experience will bear me out that many 
limbs have been uselessly sacrificed. In 
fact, in former times there has been whole- 
sale s!aughter of members, hand and arm, 
foot and leg. In some of our older text 
books, chapters have been devoted to am- 
putations alone. No wonder many of these 
men grew to be veritable artists in this 
line. They all but set up a separate spe- 
cialty. However, these same men today 
doubtless would save and conserve limb and 
tissue. They did not have the effective 
means and methods with which to fight 
disease and infection that are available to- 
day. 

On account of better agencies and more 
improved methods, mutilating operations 
_are being reduced to the minimum, which 
is the handiwork of the good surgeon in- 
stead of the artistic operator who may not 
be a good surgeon in the proper sense. 
Whether or not to amputate presents itself 
to the judgment of the surgeon in many 
injuries. Indeed, it is often a perplexing 
and always a serious and important prob- 
lem to the conscientious surgeon. Doubt- 
less many errors have been made on both 
sides of the question. 

Amputation is sometimes the easiest and 
simplest course for the surgeon to pursue, 
but this reason alone is not an asset to a 


*Read before the Southern States Association 
of Railway Surgeons, Auxiliary of the Southern 
Medical Association, Southern Medical Associa- 
tion, Fourteenth Annual Meeting, Louisville, Ky., 
Nov. 15-18, 1920. 
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good surveon. Many times it is the safer 
course for the patient. Herein lies the 
value of a good surgeon over a good op- 
erator. At this stage of the game observa- 
tion, experience and common sense must 
play a part. A patient’s stratum in life 
plays some part in the problem. The so- 
ciety woman would have no _ unsightly 
stump, while the laborer would value any 
part of a finger. The surgeon’s duty is to 
conserve life and limb and function. Cos- 
metics play a minor role. 

Exact statistics are not at hand of the 
percentage of amputations resulting from 
wounds incurred in battle among all the 
warring forces of the world’s greatest con- 
flict, but it is well known that amputations 
were reduced to the minimum. In civil 
life, in railway accidents and in all the do- 
mestic industries amputation of limbs is 
growing less frequent than formerly. Ac- 
cording to the British Medical Journal of 
April 14, 1917, the percentage of amputa- 
tions for fractures of the thigh was in the 
Crimea, 9314 per cent; Civil War, 63 per 
cent; Franco-Prussian, 65.75 per cent; and 
Russo-Turkish, 80 per cent. The percent- 
age of amputations in our forces is strik- 
ingly less than in former conflicts. 

Formerly fracture of the arm with in- 
jury to the brachial artery was a definite 
indication for amputation, so also was a 
fracture of the leg with a wound of the 
knee. This we know is not the case today. 
According to Barling, in the British Med- 
ical Journal of September 1, 1917, the per- 
centage of total amputations in wounds of 
the knee was 19.14, and this with a total 
mortality of knee wounds of cnly 8.5 per 
cent. 

Marquis, in the Presse Medicale, Janu- 
ary 22, 1917, at a meeting of the surgeons 
of the Fifth Army Corps, protested against 
thigh amputation in wounds of the knee. 
He states that one-sixth of all amputations 
are done for knee wounds. Excisions, ex- 
cisions and closing, excisions and packing, 
and arthrectomies, partial and complete, 
have lessened the number of amputations. 
Debridement, the Carrel-Dakin solution, 
the Jones modification of the Thomas 
splint, and the Crile method of nerve-block- 
ing, with a goodly amount of common 
sense, have conserved many hands and feet 
for the Tommy, poilu and doughboy. The 
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character of the wound, the circulation, 
the nerve supply, infection and its nature 
all play a part in determining the indica- 
tion for amputation. So long as we have 
adequate circulation and nerve supply, 
conservation is in order. Secondary op- 
erations can deal with unsightly scars, de- 
formities and flail-joints. In doing this 
ultra-conservative work the element of 
chance or experiment plays some part on 
the part of the patient, for his life and 
limb, and on the part of the surgeon for 
his reputation. 


The author has three case reports in 
which he advised amputations on the 
ground that the blood sipply seemed in- 
adequate, but each patient refused ampu- 
tation. Anesthesia, debridement, drainage 
and fixation resulted in recovery in each 
case. The outcome of these cases and 
studying the blood supply in gangrene 
cases are the bases for judgment in deter- 
mining when not to amputate and when 
and where to amputate. Formerly some 
surgeons advised amputation above the 
knee while others advised amputation be- 
low the knee in cases of leg or foot gan- 
grene. Those who were inclined to be 
conservative usually amputated below the 
knee and then, if not effective, above the 
knee. The writer, instead of subjecting 
the patient to the second operation, advo- 
cated and practiced the plan of cutting 
down at the apparent line of demarcation 
and following up the blood vessels to the 
point of obstruction when the level for 
amputation could be accurately deter- 
mined. 

On account of more efficient circulation 
the surgeon may flirt with or take more 
liberties with the upper extremities. 


The plea of this paper is for a closer 
study of the adequacy of the blood and 
nerve supplies, including anastamoses, in 
given wounds, before resorting to amputa- 
tions or limb mutilations. 

McKinley Sanatorium. 


DISCUSSION 


Dr. R. C. McChord, Lebanon, Ky.—About five 
years ago the Kentucky State Railway Surgical 
Association met at Frankfort and I read a paper 
on conservative railroad surgery in which I em- 
phasized the dictum that no primary amputation 


SOUTHERN MEDICAL JOURNAL 


October 1921 


should be done on any extremity where there 
was circulation in the distal extremity. 

I returned home about 8 o’clock that same night 
after I read this paper. 

A brakeman was brought into the hospital with his arm 
mashed off between two cars. The whole forearm was sev- 
ered with the exception of about two inches, including the 
radial artery. This unsevered portion consisted of the skin, 
the fascia, a small portion of muscle, and the nerves and 
artery. I looked at that man’s arm. I could have ampu- 
tated it with one clip of the scissors. I looked again. There 
was a circulation in the distal extremity. My first impulse 
was to amputate. I happened to think what I had been 
talking about that same dav. There was a case for con- 
servative surgery. I determined to carry out my theory if 
possible. Four inches of both bones were crushed and in 
such condition that it was necessary to remove them. I 
removed those pieces of bone, at least four inches of both 
bones, being very careful to preserve the periosteum. I 
systematically stitched the muscles and tendons carefully 
together and straightened out the hand on a splint. After 


I had drained it, I stitched up the whole skin all around. 
The bone 


In four weeks that man was practically well. 
was reproducing itself. 

A year from that time at a meeting of this same 
Association I presented this patient as an illus- 
tration of the paper I had previously read. Un- 
fortunately, the day before this man was to ap- 
pear, he fell out of a buggy and slightly loosened 
up these fractures. It was very slight, however. 
This man had good use of his fingers and his 
hand and the last I heard of him he had made 
application to go back to braking. 


Dr. Mary Freeman, Perrine, Fla.—I had a case 
several years ago where a man was driving his 
team and fell from his wagon. The wagon ran 
over his ankle. The leg was severed, broken off 
at the ankle; the foot was lying up on the side 
of the leg when I got to him. As Dr. McChord 
said, all I would have had to do was to have 
taken the scissors and finished it. The man had 
a large family. He was section foreman and had 
been relieved long enough from his work to raise 
a tomato crop. It was while he was harvesting 
his tomato crop that he met with this accident. 
I made an attempt to save that leg. I sewed up 
the muscle and the ligaments. In two months’ 
time it was healed up, but the ankle was so dread- 
fully stiff that I sent him up to St. Augustine 
and there under Dr. Seagears’ treatment he got 
use of his ankle. Now to see the man walking 
you would not know he was limping unless he 
was trying to hurry. He is back on the section 
again and doing his work. 

Another case came to me this last July. Re- 
membering this case that had done so well, I 
thought I would try to save this leg. The man 
had been coming home on his motorcycle, going a 
little fast. There was a truck going the other 
way. Neither one had lights. They collided. The 
man on the motorcycle had his leg broken about 
three inches above the ankle, both bones broken 
into pieces. One part of the bone came out of 
the front, the other posteriorly. The skin of the 
leg was torn and laid back from just below the 
knee nearly to the ankle. It was badly mashed. 
The man was about twenty-six years old. I made 
an attempt to save the leg. I got it up in good 
shape and kept very close watch on it. The toes 
were pink and warm and I thought, according 


to the rules, that I had a slight chance of saving 
it. On the third day I didn’t like the appear- 
ance of it and I consulted with another physician. 
He was a man who had returned from the army 
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and had seen work overseas. He didn’t favor 
amputation. When we went down into the leg 
and looked at it, it was gangrenous; the circula- 
tion of the skin evidently had been cut off. I 
was alarmed and wanted to amputate, but the 
other doctor didn’t favor amputation. The pa- 
tient was taken to the hospital and placed under 
the other doctor’s care. The accident happened 
on Monday; he lived until the following Sunday. 
Up until the time he left my care the toes were 
pink and warm and that fooled me on the condi- 
tion. I suppose the circulation had come from 
the posterior arteries; that kept those toes warm 
and pink. 


Dr. J. R. Compton, St. Louis, Mo.—We have in 
effect in several states the compensation act, 
which is based on the percentage basis of the 
efficiency of the member injured, whether arm, 
ankle, or whatever it might be. While I believe 
in conservative surgery, if you can give the par- 
ticular person better use of a hand or foot by 
amputation, ordinarily his disability compensa- 
tion will be adjusted on that basis. So I believe 
that we should take that into consideration and 
I believe in giving the patient the benefit of the 
doubt. Conservative surgery is the surgery we 
want to practice, and the compensation is based 
on a percentage basis whether it be an amputa- 
tion or whether the limb can be saved and will be 
a good working member. The rulings of these 
different commissions grant the injured compen-. 
sation for whatever percentage of efficiency he 
may have after recovery. 


Dr. D. Z. Dunott, Baltimore, Md.—In laying 
down the rules for conservative surgery you must 
check up with the ultimate result. There is no 
particular advantage in saving the foot that is 
going to be a failure. The man’s occupation is a 
factor. Take a car repairman or trackman, the 
fireman or engineer. He does very well with an 
artificial lower limb. It will probably give him 
80 per cent of efficiency. He may have a crushed 
ankle, the bone destroyed. You may save his 
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foot, but after you have saved his foot he can 
not walk on it; he can not use it. If he is a 
clerk in the office and he desires to have his foot 
and get away from the mortification of an arti- 
ficial limb, all right. But you must couple up, it 
seems to me, the character of surgery you do with 
the character of occupation of the man. You 
have got to put him in a position where he can 
do his best in earning a livelihood. I think all 
of us have many, many such cases from time to 
time. A good rule to follow is to conserve all 
that it is possible to conserve and still give the 
best functional result obtainable. Such a rule 
might require radical surgery of the leg, while a 
similar injury to the arm would call for the most 
conservative surgery. 


Dr. McKinley (closing).—Amputating a limb 
that might be useful at the first sitting is what I 
wish to avoid. If it is taken off you can not put 
it, back. My idea, my plea is not to sacrifice a 
useful member—save a useful limb if possible. 
Three cases were reported in which it was my 
judgment that it would be better to amputate. 
All three refused, so had to do the next best 
thing, which was, under anesthesia, to trim, 
cleanse and fix. Good results were obtained in 
all three cases, yet I tried to induce them to allow 
me to amputate. I received my first cue from 
just those cases in which the patients refused 
amputation, using, in my opinion at the time, very 
bad judgment. However, in each case the patient 
proved to be right. 


My second one was gotten in the study of gan- 
grene cases. Here I learned to slice down at the 
apparent line of demarcation and follow up the 
arteries of the leg until the obstruction was 
found, when the line of amputation could be de- 
termined. In some instances it is above and in 
some below the knee. This procedure can save 
the second amputation. 


The whole plea is the study of blood and nerve 
supply before amputating a useful member. 


q 
{ | 
f 
7 
> 


THE FUTURE OF SPECIALISM IN 
MEDICINE* 


By F. Park LEwIs, M.D., F.A.C.S., 
Buffalo, N. Y. 


One of the most important subjects 
which we have to consider today is the 
rapidly changing relationship of the va- 
rious specialties to internal medicine in 
its entirety. This would be of speculative 
interest only were it not that we are at 
a turning in the evolution of. medical 
progress. An intelligent understanding of 
the conditions which present themselves 
now, and wise action on the part of the 
leaders of medical thought may prevent 
the fortuitous development of methods 
which later we would gladly modify but 
which we will find difficult to alter when 
once they become firmly established. 

In its bearing, therefore, this subject 
touches us not only as ophthalmologists. 
It affects medicine in every branch and 
through us it vitally concerns the public to 
whom we minister. Its essential impor- 
tance to us lies in the fact that as the most 
definite and distinctive specialty in medi- 
cine our influence, if recognized and 
rightly employed, may be of great value 
in the solution of a pressing and difficult 
prob!em. 

Briefly stated, the matter to be deter- 
mined is this. With the changes which 
modern methods have brought in medi- 
cine, what is to be the relationship and 
the responsibility of the specialist to his 
patient, to his colleagues and to the pub- 
lic? 

The medicine of the present century, 
which is only two decades old, is a new 
thing. The advances in physiological 
chemistry, in radiology, in hygiene, in epi- 
demiology have been enormous. The so- 
cial conscience has been awakened and 
preventive measures occupy a large place 
in the public thought. The socialistic 
propaganda that has spread throughout 


*Read in Section on Eye, Ear, Nose and Throat, 
South: rn Medic21 Association, Fourteenth Annual 
Meeting, Louisville, Ky., Nov. 15-18, 1920. 
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the world, that every human being is en- 
titled to be physically well, has resulted in 
the growth of two important movements: 
that of public health, and of group. asso- 
ciations, the latter designed in some in- 
stances for the diagnosis and in others for 
the treatment of disease. Let us consider 
for a moment the effect of each of these on 
the general practice of medicine. 


THE DEPARTMENT OF PUBLIC HEALTH 


Federal, state and municipal depart- 
ments have grown to assume large pro- 
portions. At first confined to the preven- 
tion of transmissible disease, they have 
more recently taken up the treatment of 
conditions for which no adequate provis- 
ion was made. The prevention of disease 
is a perfectly legitimate field for its activi- 
ties. The treatment of disease constitutes 
state medicine. It should be permitted 
only under exceptional conditions and 
then as a temporary expedient until such 
time as individual physicians may be se- 
cured to meet the needs, because just to 
the degree that the state assumes the work 
that belongs to the physician will initia- 
tive be discouraged and medical progress 
be delayed. 


This has been the invariable experience 
in those countries in which state medi- 
cine has been adopted. In ophthalmology 
the chief federal activity has been in the 
treatment of trachoma. Where this oc- 
curs in districts remote from populated 
centers as in the mountains of Kentucky, 
it is to be commended and approved; but 
in the cities where capable specialists can 
be reached it is quite beyond the province 
of the state to encroach on the work that 
properly belongs to the physician. It es- 
tablishes a precedent that may easily be ~ 
carried to dangerous extremes. So, the 
compulsory employment of any prophylac- 
tic measure, as that of a particular sil- 
ver salt for ophthalmia neonatorum, is to 
be discouraged as an invasion of the right 
of private judgment on the part of the 
physician by the state and it should never . 
be permitted. He may be advised, but 
rever directed in the management of his 
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case. He should be held responsible for 
neglect of the use of proper measures, but 
what these measures should be he alone 
may determine. The use of free eye-clinics 
should be confined to the actually poor;. 
for those of moderate means, other and 
better methods for their relief, as will be 
shown later, may be made effective. 


THE RELATION OF SPCEIALISM TO INTERNAL 
MEDICINE 


The dependence of each of the special- 
ties upon general medical principles has 
been emphasized as never before. In or- 
der that we may realize to what an extent 
this is true, we must remember how re- 
cent is the development of scientific spe- 
cialism, and in order that we may prop- 
erly evaluate any existing state of affairs 
and correctly estimate the direction to- 
ward which it tends, we must know the 
conditions from which it arose. Any con- 
temporaneous survey is a cross section of 
history. It bears the same relation to the 
events which are happening that a cross 
section of the human body would have to 
the organs which are transected. An ar- 
tery would be a circle and the heart an 
imperfect oval. They would have no 
meaning until their continuity was estab- 
lished and their purposes were understood. 
So when we consider medical practice to- 
day we must have in mind at least its 
more recent development so that we may 
have the perspective necessary to predi- 
cate the direction toward which it is tend- 
ing. 


Ophthalmology is one of the oldest and 
most distinctive of the medical specialties. 
What may be said of its standing. in the 
medical world applies in even a greater 
degree to every other department of med- 
ical practice. Yet the history of the scien- 
tific study and treatment of diseases of 
the eye is of comparatively late origin. It 
dates back only to the brilliant period in- 
cluded in the short life of Albrecht von 
Graefe. It is true that von Arlt was al- 
ready at the height of his fame when he 
persuaded that great genius to devote his 
talents to ophthalmology and it was he, 
and the von Jaegers, father and son, who 
were the early teachers of the greatest of 
ophthalmologists. 
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Von Graefe formed a most intimate 
friendship with Donders and Bowman 
and the elder Critchett, and from this 
group and their immediate followers came 
the profound studies which in their essen- 
tial principles have been scarcely modified 
from then until the present day. 


‘How recent all of this is will be real- 
ized when I say that Arlt and Jaeger and 
Stellway were still teaching in Vienna 
when I was a student there in 1881. Beck- 
er in Heidelberg was continuing his stud- 
ies on cataract, Powers and Streitfield 
were operating brilliantly in London, 
while Morton and Treacher Collins were 
at the beginning of their careers. 


Herman Knapp, my own teacher, whom 
many here will remember, the personal 
friend of Virchow and Helmholtz, was con- 
temporary with these founders of scien- 
tific ophthalmology who bringing to this 
country their ideals and traditions, was 
largely instrumental in laying the founda- 
tions of the splendid superstructure that 
has since been raised. Von Graefe died in 
1870. This and the decade following con- 
stituted the first period when great work 
was done by great men. Then because of 
the rapid growth of our country and the 
need of medical service in excess of the 
demand the proprietary medical school 
flourished and held sway. Degrees were 
distributed to many with insufficient fun- 
damental instruction. During the eighties 
and nineties no notable progress was 
made. 


- During the thirty years following von 
Graefe there was much good work done, 
but it was largely an elaboration of the 
principles that had been laid down by the 
masters of ophthalmology. Little of per- 
manent value was given which they had 
not considered and discussed. With the 
beginning of the new century came new 
discoveries. 


Roentgen gave us the x-ray with all of 
its possibilities. Madame Curie discov- 
ered radium. Studies in physiological 
chemistry had new and important bear- 
ings on ophthalmic pathology. The blood 
was analyzed, and Ehrlich gave us his 
theory of immunity. Neuropathology was 
enormously developed and the importance 
of focal infection was demonstrated. Re- 
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flexes originating in eve strain, and in- 
volving all the metabolic processes were 
discovered, while endocrinology added an 
altogether new chapter to our knowledge 
of the bodily functions. 


The eye, then, more than ever ceases to 
be a distinctive and separate entity that 
might be considered independently from the 
whole organism. It shares and sometimes 
manifests exclusively an infection that is 
generally constitutional. It is subject to 
attacks of tuberculosis. It is one of the 
chief fields of pernicious activity in syph- 
ilis. Except as the result of an injury, it 
is so rare as to be almost unknown that 
any intra-ocular disease ever originates 
within the eye itself. The day, then, in 
which one may hope satisfactorily to prac- 
tice ophthalmology after a few weeks or 
months of study following his graduation 
in general medicine, has gone by. The 
ophthalmologist must not only be 
grounded in his own department of spe- 
cial work but he must as well have that 
trained clinical sense that will enable him 
to rightly estimate the bearing of the re- 
lationship which the pathological change 
or functional abnormality which he finds 
in the eye, will have upon the whole syn- 
drome presented or—he may be a mere re- 
porter giving in photographic detail his 
findings to someone better qualified than 
he to estimate their importance. 


This he may not always be able to do. 
The essential evidence of the lesion may 
be in the eye and its chief manifestations, 
a growing loss of sight. Many patients 
come to him directly and not through the 
intermediary of an internist. They have 
no family physician to whom they may be 
referred and if they have, he will very 
properly disclaim responsibility for the 
treatment of a condition which is outside 
his province. 


The patient is growing blind. He has 
no other evidence of ill health. He comes 
to the eye specialist expecting relief. He 
is unwilling to be shifted over to anyone 
else. Upon the ophthalmologist ‘rests the 
responsibility for whatever treatment is 
undertaken and to him will be given the 
credit for a cure should it be obtained, and 
he must take the responsibility for the 
failure should the sight unhappily be lost. 
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This is the difficulty with which the 
ophthalmologist is confronted every day. 
With our present knowledge of the etiol- 
ogy of intra-ocular disease he is not jus- 
tified in making routine prescriptions 
without a full understanding of all the 
possible contributing causes. The first 
problem then, is that of the ophthalmolo- 
gist, who meets an intra-ocular disease 
having an extra-ocular origin. 


What. will he do with it? If it is luetic 
there will be other manifestations of syph- 
ilis throughout the system. If it is tuber- 
cular he cannot be assured that the eve 
is the only organ involved. If it is retinal 
it will probably be associated with some 
lesion of the kidneys or of the arteries or 
some disturbance of the metabolism and 
is but a local phase of a more general tox- 
emia. If diabetic in origin he cannot hope 
to treat it, so numerous are the factors in- 
volved. If syphilitic, will he himself give 
arsphenamin, which at best can be for 
him only an occasional procedure, and 
which requires for its proper exhibition a 
degree of experience and skill in intro- 
ducing it into the vein? If the disease is 
metabolic, which it is very frequently, ob- 
viously the aid of.an internist will be re- 
quired. If we exclude refraction (and 
this in a very large number of cases is of 
medical importance rather than as an aid 
to vision) and the purely technical oper- 
ative measures (and these again unless in 
emergency should rarely be undertaken 
without a knowledge of the blood pres- 
sure, the condition of the heart, the kid- 
neys and the physical conditions), there is 


_practically nothing left which the oph- 


thalmologist may do without the aid of his — 
colleagues in other departments. He may 
not safely even undertake the removal of 
cataract or any other operation on the eye 
until he knows that the mouth is in a san- 
itary condition and that endogenous infec- 
tion is not likely to occur. This gives an 
entirely new and extended range to the 
work of the ophthalmologist which was 
never considered a generation ago. He 
can no longer accomplish satisfactorily his 
own work unaided. 

Fully as important is the problem of the 
internist who has come to him, a patient 
with an obscure lesion in which the loss of 
sight is a prominent symptom. He is 
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equally under obligation to his co-work- 
ers in other fields. To secure the joint 
services of a group of colleagues for those 
who are attached to a hospital with a large 
cooperating staff is not difficult for the pa- 
tients who are under hospital care, but 
even here the limitations are felt at once. 
To those who are of ample means a group 
of specialists may be called in conference 
and the opinions of each obtained by the 
responsible physician in charge and the 
cost may be easily met, but to those in 
more moderate circumstances the difficul- 
ties immediately present themselves. How 
shall the patient pay for all of the spe- 
cial opinions which may be essential for 
a diagnosis of his case? To a certain de- 
gree an interchange of courtesies may and 
does often obtain. But the pathologist 
cannot be asked repeatedly to make cul- 
tures or blood counts for the private pa- 
tient of an ophthalmologist friend with- 
out being paid for it. Nor can the rhinol- 
ogist, the roentgenographer or any of the 
specialists be asked again and again as a 
matter of personal courtesy to find what 
may be the possible source of the disease. 


We come then at once to the question 
of group study not in exceptional cases 
but in all cases, and the necessity of the 
development of some plan by which all of 
the facts can be determined, their relative 
importance estimated and the proper 
measures for relief applied. The extraor- 
dinary success of certain great clinics has 
led to the establishment of group partner- 
ships in many of the large cities. Super- 
ficially this would seem to be a very ade- 
quate solution of the difficulty. The ar- 
rangement is made by which for a single 
fee all of the examinations are made and 
the treatment determined upon instituted. 
How desirable this plan may be will de- 
pend upon a number of elements which 
have not always been considered. It is 
exceedingly difficult for two people to be 
associated together in so intimate a rela- 
tion as that of the practice of medicine 
without friction resulting. There will be 
almost unconsciously jealousies aroused as 
a dominant personality will of necessity 
control the group. Others will be. un- 
willing to accept subordinate positions. 
With each additional member the difficul- 
ties will increase in geometric ratio unless 
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exceptional tact and consideration is 
shown on the part of each. Moreover, as 
the strength of a chain is found in its 
weakest link, so the success of the group 
will be determined by that of its least able 
member. The reputation of all will rest 
upon the conclusions of each. To be suc- 
cessful, therefore, such a group must con- 
sist of men each one of whom is unusually 
capable in his own department, or the 
group must be so loosely organized that in 
a question of doubt there must always be 
the opportunity of seeking a further out- 
side opinion. An imperfectly interpreted 
radiogram of the teeth may lead the entire 
group into an error of diagnosis. This 
will react most unfavorably on each of the 
members constituting the group. In one 
instance the failure of a radiographer to 
locate a foreign body which another radi- 
ographer found resulted in the discom- 
fiture of several who were dependent upon 
the first man’s skill and judgment. The 
inability of a rhinologist to discover a 
deeply placed pus pocket not only de- 
stroyed the confidence of the patient in 
him but in the group who relied upon him 
for an expert opinion. Moreover if hard 
and fast groups are formed for the medi- 
cal and surgical treatment of disease it 
must not be forgotten that if they assume 
entire control of the case they stand in 
competition and are not in cooperation 
with their colleagues in the locality in 
which they are established. Referred 
cases are not sent back unless it is so ar- 
ranged, but what is found necessary to do 
is done, and the cured case is sent whence 
it came. While this adds to the prestige 
of the group it seriously detracts from 
that of the family physician who often is 
severely criticized for having failed in the 
diagnosis of an obscure condition. Further- 
more, all specialists can not form or be 
members of groups. Individual work will 
continue to be done. Expertness in cer- 
tain lines will cause a path to be made to 
the door of the skilled man “though he 
live in a wilderness.” It would seem bet- 
ter, if such groups continue to be organ- 
ized, and they doubtless will, that they be 
held loosely together so that the original 
physician in charge may be at liberty to 
select the consultant whom he knows to be 
well qualified particularly in the lines for 
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which advice is sought; but even if it were 
possible for a few highly gifted members 
of the medical profession to do all the 
work of a difficult nature it would not be 
for the benefit either of the public or the 
medical profession as a whole. 


_ That method only is of the highest good 
which tends to raise the average to a 
higher level. This can be accomplished 
only by those methods which will aid the 
practitioner to do increasingly good work. 
Two things will contribute to this end, 
first, to supplement the fullest efforts 
which the physician can himself make for 
the diagnosis and treatment of his cases, 
by the added investigations and advice of 
men whose training and experience carry 
them in special lines beyond the work 
which he is able to do; and second, to place 
at his ready disposal all of those labora- 
tory facilities which will enable him fully 
to diagnose and treat the case under his 
care. These include not only the reports 
of microscopic examinations and the more 
difficult chemical analyses as diagnostic 
aids but assisting him in the treatment of 
his cases. All the unusual and costly 
therapeutic appliances such as_ radium, 
and the x-ray, mechano- and hydro-ther- 
apy should be made accessible to him, and 
he should be encouraged to use them when- 
ever the necessity arises. It is not enough 
that such cases be sent to the public insti- 
tutions by him and treated there, because 
unless he is of an unusually self-sacrific- 
ing and altruistic character this will make 
him the enemy rather than the friend of 
such helpful and necessary treatment. The 
prestige of the family physician under all 
circumstances must be maintained. He 
must be encouraged to bring his cases to 
such institutions for curative treatment at 
the earliest possible moment and should 
have credit for doing so. It should be 
made to his advantage to save his cancer 
patients from operation and his tubercu- 
lous patients from death, and he should 
give his cordial support to their early 
treatment by the use of such extraordi- 
nary measures as he cannot himself sup- 
ply but which we know to be eminently 
successful. 


The only practicable way in which this 
can be done seems to be in the establish- 
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ment of clinics for diagnosis only. In this 
there must be self sacrifice on the part of 
those constituting them. It is not so im- 
perative, either, that the members of such 
clinics should be of the highest ability. 
The regular and full staff of any properly 
constituted hospital is adequate for this 
purpose. The members constituting such 
a clinic are not supposed to be infallible. 
They aim simply to be helpful, and the 
mere fact of having complete routine ex- 
aminations made of the patient and re- 
cording the findings followed by a discus- 
sion in which all of the examiners partici- 
pate, is in itself enough in a large propor- 
tion of cases to establish the nature of the 
trouble from which the patient is suffer- 
ing. When doubt remains other consult- 
ants may be included in the consideration 
of the case. The names of those consti- 
tuting such a clinic should not be ex- 
ploited. The patients should be received 
only through the medium of the attending 
physician. Only through him or in his 
presence should any treatment be admin- 
istered. He should be present at the con- 
sultation. His standing in the sight of 
the patient should always be maintained; 
nor should he through indolence or indif- 
ference be permitted to shift the burden 
of the laborious and routine part of the 
work on others. He should be expected to 
make every possible test himself before 
asking the help of other busy men. The 
laboratory and other clinical facilities 

should be open to him and he should be 

invited to use them. Indeed, in this he 

should be assisted by those who are them- 

selves experts. A case studied in this way 

would make each participant far more 

capable of determining the importance of 

the bearing of its facts when the next case 

comes up, and a clinic managed in this way 

would be a continued post-graduate course 

of instruction for those taking part in it. 


For people in moderate circumstances 
a method should be arranged in which a 
group fee should be paid commensurate 
with the income and responsibilities of the 
patient. In this the family physician 
should share. Such consultations should 
neyer be gratitutious except for those who 
are actually subjects of charity although 
the joint fee should be made so low that to 
none need the services of the diagnostic 


V 
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group be denied. The public must not be 
allowed to get the idea that high grade 
medical service is of little value, or popu- 
lar psychology is such that people will 
soon begin to consider it of little worth. 


In determining then what is to be the 
future of ophthalmology we may equally 
well anticipate the course which all spe- 
cialism must ultimately take.. The spe- 
cialist must individualize. He must work 
intensively. He will develop the highest 
degree of technical skill possible, but his 
work will be one-sided, incomplete and his 
therapeutic measures totally inadequate 
unless they are developed as parts of a 
completed whole. To attain these results 
a method must be determined upon, 
through which every physician shall have 
access to all of the facts and all of the 
measures necessary for an adequate diag- 
nosis and intelligent, scientific treatment 
of all of his cases. The practicable method 
would seem to be through the establish- 
ment of standardized diagnostic clinics in 
every hospital. To such a clinic any 
reputable physician should be invited to 
bring his cases for consultation. The hos- 
pital and medical services should by no 
means be on a charity basis. For the very 
poor other arrangements should be made. 
A single fee should be charged by the hos- 
pital which would include all of the serv- 
ices rendered. The amount of this fee 
‘should depend upon the ability of the pa- 
tient to pay. From the total sum received 
a portion would be deducted for the hos- 
pital expenses, but the remainder should 
be shared proportionately by the diagnos- 
ticians and the attending physician. The 
financial arrangement should be the work 
of a committee belonging to the hospital 
so that the physician himself should not 
be concerned in any case in the money in- 
volved in the transaction. In this way 
the self respect of the patient and the dig- 
nity of the physician would be main- 
tained, the value of medical service would 
be recognized and specialism would be so 
balanced in its relation to medical practice 
that each branch would be rightly evalu- 
ated. 


LEWIS: FUTURE OF SPECIALISM IN MEDICINE 


DISCUSSION 


Dr, E. H. Cary, Dallas, Tex.—This paper opens 
the biggest subject that confronts the medical 
profession at this time. I do not know of any- 
thing else that is of so much interest to us and 
te every other man practicing the art and science 
of medicine as the questions that have just been 
raised. Everybody is trying to find a solution of 
this problem. We all have something in our 
minds that we think might help in the solution, 
but I doubt that any of us has been able to out- 
line any plan which would seem to cover the 
case. It seems that we all went wild on special- 
ism and in our effort to know all that we could 
about any one subject we drifted so far that it 
was generally thought we knew a great deal on 
our one particular subject and little about the 
rest of the human body. There is no doubt that 
we have drifted too far. Some men were wise 
enough to try to adjust affairs by trying to bring 
together a group of men who might have some 
definite ideas and whose ideas might pan out for 
the good of society, but the nose and throat man 
thought he could not associate with the ear man, 
and the ear man discovered it was not nice for 
him to associate with the eye man, and so we 
drifted. Now the leaders in medicine are being 
quoted as saying that state medicine will come 
in two years and that that will involve everyone 
practicing the art. That is to say, people will 
not only be protected in the way of prevention 
of disease, but through state supervision be cured 
of disease. There is undoubtedly a drift through- 
out the land to the idea that the state should 
attempt to make this whole question of the pre- 
vention and cure of disease one of state super- 
vision instead of supervision by men who are 
educated in medicine. It seems to me that we 
have to start somewhere to forestall the things 
which are likely to happen to the profession, and 
if we are going to start somewhere we had bet- 
ter be rational about it and cut out any individ- 
ualism that has been manifested. And we had 
better quit dropping medicine into the eye when 
it does not do any good; quit spraying the nose 
and throat when it does not do any good; quit 
doing many things that are more or less super- 
ficial and of temporary benefit and get back to 
where we can develop a larger number of hos- 
pitals throughout the land, hospitals in pro- 
fusion, hospitals that will attract men and 
women, that will make it easy for people to go 
where there are facilities with which to work. 
We all know that it is impossible, as the Doctor 
has indicated in his paper, to practice medicine 
alone today satisfactorily. We must have infor- 
mation, and we must have facilities, and we must 
create places where these facilities can be had, 
where they may be economically and satisfac- 
torily used, and where patients will get the ben- 
efit they deserve in the study and treatment of 
their case. We, therefore, need to get closer to- 
gether along correct lines of practice. It is im- 
possible for the internist (who is now trying to 
catch the surgeon and get ahead of him in this 
group work), to take tabulated statistics from 
the various departments and interpret them cor- 
rectly. It is impossible because he cannot get 
definite, distinctive information which correlated 
in his mind would actually lead to correct con- 
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clusions. There is where the clinicians fall 
down. And it is necessary for a man to read 
his own radiographs and not take the reading of 
another man, to interpret them as he is finally 
enabled to with his knowledge of the case. It is 
necessary for a great many things along that 
line to take place to be able to give people cor- 
rect service, and I regret that the time allotted 
- i not enable me to go into more definite 
etail. 


Dr. William T. Davis, Washington, D. C.— 
There is probably not a man in this room who 
is practicing the specialty of ophthalmology or 
otolaryngology who does not have this problem 
before him daily. I know this is so in Wash- 
ington. It is utterly impossible to practice 
ophthalmology efficiently, unassisted by our con- 
freres in medicine and the related sciences. I 
came to that conclusion several years ago and 
have been seeking some way to work out a so- 
lution of the problem. Dr. Lewis has given us a 
very practical solution. 


Dr. Charles Bahn, New Orleans, La.—If you 
will look forward ten years, in other words, if 
you will project yourself into 1930, you will see 
about this happening in ophthalmology. In most 
cities there will be diagnostic hospitals and clin- 
ics, in other words, group medicine will take care 
of a goodly percentage, but the larger percentage 
of all the patients will be taken care of by large 
firms. I mean by that, specialized organization 


which will be built to make more people see bet- 


ter in less time. We people with competent as- 
sistants can unquestionably give the public bet- 
ter service and quicker service than one man can 
alone. In a one-man clinic you may have a 
$10,000 a year man doing $8.00 a week work, 
and probably not doing it so well as an $8.00 a 
week clerk would do it. 
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Dr. Lewis (closing).—Dr. Cary put the case in 
a nutshell when he said that it is not merely the 
matter of our personal convenience as to how we 
are going to arrange our private practice, but as 
a profession, we are facing state medicine. We 
in New York escaped it by a hair’s breadth last 
year. I am under the impression that most of 
us would not oppose state medicine if we felt it 
would be for the public good, but that which is 
not for the betterment of the physician and sur- 
geon, that which does not encourage him to 
higher and better efforts cannot be good for the 
public. State medicine everywhere has resulted 
in taking away from the individual doctor the 
stimulus for doing the best work of which he is 
capable. I cannot believe any greater disaster 
could fall upon the public than for the United 
States or any of the states to adopt state medi- 
cine. Those of you who have not considered 
the question cannot begin to realize how disas- 
trous it would be. It would mean that a layman 
would be in charge of the doctor. The intelligent 
trained physician would be under the direction of 
this layman in determining how long any par- 
ticular case should remain under treatment and 
whether the measures he is using are those which 
meet with the approval of this layman, often po- 
litically appointed. One cannot imagine the con- 
dition of medicine under these circumstances. It 
would be reactionary in the extreme. We are 
just at the turning point. The public will de- 
mand state medicine unless we give something 
better. It is up to us to determine what that 
better thing shall be. It is obvious that if we 
treat our patients successfully we as ophthal- 
mologists must have all the available facts bear- 
ing on the case. How shall they be secured? I 
can think of no better way than that I have out- 
lired in the paper which I have presented. 
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THE HOT SPRINGS MEETING 


The programs of the sixteen scientific 
sections of the Southern Medical Associa- 
tion have been completed and are being 
prepared for publication. Altogether there 
will be read and discussed at Hot Springs 
something like 200 papers and addresses 
on subjects that are of vital interest to the 
physicians of the South. It is a program 
that will attract physicians who desire to 
_keep abreast with the times, and since Hot 
Springs is a health and pleasure resort 
that appeals to medical men, the November 
meeting of the Southern Medical Associa- 
tion will be largely attended. Indeed the 
indications point to a record-breaking at- 
tendance. 

Physicians who expect to go to Hot 
Springs should remember that in order to 
get reduced rates for themselves and mem- 
bers of their families they must present to 
their local railroad agents certificates 
signed by the Business Manager of the As- 

sociation showing that they are entitled to 
the rate. Therefore, physicians who hope 
or expect to go to Hot Springs should no- 
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tify the Association office in order that 
plenty of time may be given to get the cer- 
tificates to them. 

The Hot Springs physicians are working 
with great enthusiasm to complete ar- 
rangements for the entertainment of their 
guests, and it seems that they and the sec- 
tion officers will make the coming meeting 
one of the greatest medical conventions 
ever held in America. The completed pro- 
gram will be published in the November 
number of the SOUTHERN MEDICAL JOUR- 
NAL, and also in bulletins which will be 
mailed to the 25,000 doctors in the South 
who are eligible to membership in the 
Southern Medical Association. 


PELLAGROPHOBIA \ 


Goldberger’s pellagrophobia seems to be 
spreading while the disease itself is de- 
creasing, except in a few localities. The 
widespread publicity, originating in Wash- 
ington, regarding “famine and plague in 
the South,” to which has been added the | 
advertisements of fake pellagra cures, has 
inspired in the minds of many a dreadful © 
fear of pellagra. The neurasthenics in 
particular, who are imbued with the idea | ~ 
that their maladies are new and serious 
diseases, have become pellagrophobiacs. 
During the past two months many South- 
-ern physicians have had patients who, di- 
agnosing their cases as pellagra, have 
sought medical advice. Indeed, there seems 
to be much more pellagrophobia than there | 
is of pellagra. 

Pellagra being the most discussed dis- 
ease that exists in the South, physicians 
particularly in the districts in which there 
are cases, are on the qui vive for it; and 
when a patient complains of anything that 
resembles any one of the so-called triad of 
symptoms, i. e., diarrhea, dermatitis and 
dementia, he stands in danger of being 
pronounced a pellagrin. The victim of 
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gingivitis, especially if the tongue is in- 
volved, whether it be simple apthous stoma- 
| titis or dental infection, is in imminent 
| peril of the “Southern plague,” while the 
man or woman who has a subacute gastro- 
enteritis with epigastric distress and diar- 


rhea, or constipation, is often miraculously 
cured of pellagra by some astute diagnos- 
tician. Those who drive Fords during the 
summer and get the backs of their hands 
; sun-burned, even the doctors themselves, 
\ are swelling the lists of reported cases of 
\ pellagra. 
/ Insanity is decreasing on account of the 
| Washington epidemic of pellagra because 
| it is comforting to the relatives and friends 
\ of the victim of any form of the phychoses 
to know that he is suffering from a fash- 
_ jionable disease instead of a condition that 
' is supposed to stigmatize the family name. 
Likewise the widely heralded increase in 
pellagra has reduced the incidence of 
chronic malaria, which was formerly the 
convenient and satisfactory diagnosis for 
every chronic condition which could not be 
accounted for in any other way. Tubercu- 
lous peritonitis and enteritis; and the sub- 
acute and chronic dysenteries, both bacil- 
lary and amebic; uncinariasis; sprue; and 
other diseases in which diarrhea is a 
symptom are also among the conditions 
which have recently been diagnosed as pel- 


\ lagra. 


Perhaps the condition which is most 
_ frequently diagnosed as pellagra is the 
_ toxic, often the terminal, stage of chronic 
_ nephritis in which there is a dry, red 
- tongue, nausea, vomiting, diarrhea, deli- 
rium and prostration. The fact that there 
is little or no albumin in the patient’s 
urine and that there are few of the usual 
\ symptoms of nephritis is misleading; and 
\ the puzzled doctor hits upon the diagnosis 
of pellagra, which accounts for the symp- 
\ toms and satisfies the anxious relatives, 
\who regard pellagra as a necessarily fatal 
isease. 


October 


DIFFICULTIES IN THE DIAGNOSIS OF 
PELLAGRA 


The JOURNAL does not intend to reflect 
upon the diagnostic ability of the physi- 
cians of the South, because they are as 
well prepared to practice their profession 
as are the doctors of any other part of the 
country, but it must be admitted that all 
of us make mistakes and when one is look- 
ing for a disease he is prone to find it, 
particularly if his patient has suggestive 
symptoms. There has been so much said 
about prepellagrous symptoms, early pel- 
lagra, atypical pellagra, pellagra sine pel- 
lagra, and parapellagra, that undoubtedly 
many of us have erred in diagnosing con- 
ditions pellagra that really have little re- | 


semblance to the disease. It is easy to di- 
agnose the typical well developed case of | 
pellagra in which there is sore mouth, diar- 
rhea, bilateral dermatitis on the backs of | 
the hands, and mental depression; but 
somet'mes ihe symptoms are not so pro- | 
nounced and the diagnosis is more diffi- | 
cult. The skin lesions are most charac- | 
teristic, as the name pellagra indicates, | 
and one can not be positive of the diag- | 
nosis without the dermatitis, unless other \ 
members of the same family, or others in | 
the same locality, living under like condi- 
tions, or in the same environment, have 
the classical symptoms. 


The physician should be careful in re- 
porting pellagra. He should report to the 
state board of health every case in which 
he is certain of the diagnosis, just as he 
should every case of tuberculosis in which 
there is no doubt of the nature of the dis- 
ease. If, however, there is doubt of the 
diagnosis the case might be reported as 
suspicious of pellagra, giving the symp- 
toms upon which the conclusions are based, 
and the statistician of the state board of 
health could announce the number of posi- 
tive cases, and number that have symptoms 
suspicious of pellagra. 
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/ There is yet much to be learned about 


[ pellagra, although the disease has been 


carefully studied by some very able men, 


and many lines of investigation suggest 
themselves. One is the serological method 
If pellagra is due to an in- 
fection the discovery of the organism 
would almost surely lead to an accurate 
serological method of diagnosis. If pella- 
gra is due to a deficiency diet or to an ex- 
cessive carbohydrate diet, perhaps a skin 
sensitization test may be worked out that 
would enable us to make the diagnosis of 
pellagra before the classical symptoms ap- 
pear. There is surely a rich field for the 
scientist who investigates the pellagra; 
and the man who works out its etiology, 
with an accurate method of diagnosis not 
based upon symptoms alone, will go down 
in history as one of the benefactors of the 


human race. 


NEPHRITIS AND VASCULAR 
HYPERTENSION 


The frequent occurrence of hyperten- 
sion with symptoms of failing renal func- 
tion has long been of interest to the pro- 
fession, and their interrelation has been 
widely discussed. It is a common belief 
that a high protein diet is a factor in 
either bringing on or aggravating both 
conditions, and a low protein diet is gen- 
erally believed to improve both, though 
according to the work of Mosenthal! a low 
protein diet continued for a period of a 
few weeks is without effect upon cases of 
hypertension. This does not prove or dis- 
prove that the hypertension was not 
brought on by a high protein diet; only 
that the low protein diet could not undo 
damage already done, as cooling does not 
dissolve heat-coagulated albumin. 


1. Mosenthal: Am. Jr. Med. Sc., 166:808, 1920. 
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ETIOLOGY OF HIGH BLOOD PRESSURE 


In connection with the study of the eti- 
ology of high blood pressure, Quinan? has 
noticed that it very often is accompanied 
by sinistrality. Granting the premise that 
left-handedness or the use of the left eye 
in preference to the right implies a rela- 
tive inferiority in the organization of the 
central nervous system and that this infe- 
riority is frequently inherited, he shows 
that this condition often accompanies hy- 
pertension. He concludes, therefore, that 
hereditary predisposition is a definite fac- 
tor in the etiology of high blood pressure, 
and that high arterial tension is suggestive 
of constitutional inferiority. 


In a survey of 600 men in the San Fran- 
cisco Home for the Aged, he found that 
71-85 % of those who had sinistrality of 
the hand or eye or both had also a blood 
pressure of over 150 mm. of mercury. In 
the same institution he made an examina- 
tion of 100 “pure dextrals,” that is, men 
who give the preference to the right eye 
and the right hand, and found that only 
46 % had a pressure over 150 mm. In 
other words, high blood pressure is almost 
twice as common in sinistrals as in dex- 
trals. 

This conclusion possesses scientific in- 
terest, but to refer hypertension to a defect 
in the central. nervous system does not 
materially advance its therapeusis. 

Many investigators think that cases of 
essential hypertension are in fact ne- 
phritic. Harpuder* found that in 504 cases 
with a systolic blood pressure persistently 
over 160 mm. of mercury, 490, or 97.2 %, 
showed definite disturbances of kidney 


function. 


2. Quinan, C.: Arch. Int. Med., 27:2, 255, 1921. 
3. Harpuder: Deutsch. Arch. of Klin. Med., 
129:44, 1918. Referred to by Squier and New- 
burgh below. 
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RENAL IRRITATION FROM A HIGH PROTEIN 
DIET 


Squier and Newburgh‘ have recently 
made investigations upon renal irritation 
in man from a high protein diet. They 
gave one or two meals of high protein con- 
tent to five cases of hypertension. Four 
of these had previously shown normal 
urines. The fifth had a small quantity of 
albumin before the protein test meals. 
Specimens were analyzed before and after 
the meals. The four which had had hy- 
pertension with apparently normal kid- 
neys showed albumin and red blood cells 
after the protein meals. The case which 
had previous!y shown a trace of albumin 
had increased albumin and red cells. 


The same experiment was tried upon 
four normal young men, and specimens 
analyzed after the meals contained red 
cells but no albumin. In the cases of hy- 
pertension the albumin invariably showed 
in the urine and often remained for sev- 
eral days after cessation of the high pro- 
tein diet. 


This may in the future be a valuable 
means of determining beginning nephritis. 
If it can be shown that a case of hyperten- 
sion upon a high protein diet invariably 
gives symptoms of nephritis and that other 
cases do not, a definite relationship be- 
tween the two is established. It would 
seem possible, then, by diet and other 
means to delay or prevent the further de- 
velopment of the nephritis. 


This would be utilizing a general clin- 
ical method which has proved valuable in 
diagnosing other conditions; the normality 
of an organ is determined by putting it 
under a strain, knowing the reasonable 
limits of resistance of the normal organ. 


4. Squier and Newburgh: Arch. In. Med., 28:1, 
1921. 
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RELATION OF RENAL DISTURBANCE AND 
HYPERTENSION 


This work does not seem to prove that 
renal disturbance is dependent upon hy- 
pertension. An insufficient number of 
normal renal cases were tested to prove 
that albumin after a high protein meal 
occurs only in cases of hypertension. It 
is conceivable that persons suffering from 
tuberculosis, cancer, syphilis or some 
other malady might likewise show albumin 
when given a high protein meal. More- 
over, if this abnormality does occur only 
in cases of hypertension, it need not follow 
that renal disturbance is dependent upon 
hypertension, since both may be due to an- 
other common cause. 

According to Moschowitz,® 


“The majority of the so-called arterial and kid- 
ney diseases which have hitherto been regarded 
as the causes of hypertension are rather its re- 
sult, . . . therefore the terms ‘essential,’ ‘ar- 
teriosclerotic’ and ‘nephritic’ hypertension are 
phases of one and the same process, not three 
sharply defined clinical entities. é 

“The lesions represented under the term 
‘Bright’s Disease’ are not primary in the vast 
majority of instances and are not the direct cause 
of hypertension, but represent the respone to a 
continuous circulatory vaso-constricting influence 


or to the substance that brings about this influ- 


ence. 

“Signs of nephritis may be cured or arrested in 
early cases by means that restore the hyperten- 
sion to normal.” 


POSSIBLE MECHANICAL EFFECT OF HYPER- 
TENSION UPON THE KIDNEYS 

If we grant for a moment the premise 
that high blood pressure causes nephritis, 
mechanically it is not difficult to find an 
explanation for this. 

Since urine has a higher osmotic pres- 
sure than blood, and by the law of osmotic 
pressure, solutions separated by a_ semi- 
permeable membrane diffuse until equal 
osmotic pressure exists upon each side of 
the membrane, unless an outside force is 
exerted, in secreting urine the kidney must 
perform work. According to Matthews,’ 


gee Moschowitz, E.: Am. J. Med. Sc., 158:668, 
191 
6. Matthews: Physiol. Chem., 3rd Ed., 687, 690. 
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“The kidneys receive. .- an unusually 
large amount of blood by very large, short, 
straight arteries which deliver the blood under 
high pressure into a number of capsules of capil- 
laries. . . . The secretion is under the control 
of the blood flow; a more rapid blood flow, a 
higher pressure in the glomeruli, other conditions 
remaining normal, is accompanied by a higher 
secretion of urine. A 

“Osmotic pressure of the urine is much higher 


-than that of the blood. This means that the kid- 


ney must do work in the secretion of the urine, 
and the amount of work done can be determined 
from the difference of osmotic pressure.” 


If blood flows into the glomeruli at a 
normal rate work must be done to secrete 
urine. If the blood pressure is abnormal 
the kidney must adjust itself to abnormal 
conditions. The work of overcoming the 
force of osmotic pressure is changed and 
in adapting itself, or in meeting a con- 
tinual strain, the kidney may readily be 
worn or damaged. 


WEIGHT AND NEPHRITIS 


A large per cent of patients with ne- 
phritis (Moschowitz), like a large per cent 
of patients with diabetes (Joslin), are 
over weight. The importance of maintain- 
ing a weight in proper relation to height 
should be emphasized to the public. Ani- 
mals in the native or wild state are prac- 
tically never obese. It is an abnormal con- 
dition induced by civilization, where the 
human animal gets more than sufficient 


. food to stay his hunger without having to 


fight or otherwise exercise himself phys- 
ically to secure it. 


SUPPLYING THE NEED ¥OR 
TRAINED SANITARIANS 


Dr. John A. Ferrell, Director for the 
United States of the International Health 
Board, a part of the Rockefeller Founda- 
tion, in a recent paper* called attention to 


the fact that “the existing demand for. 


health officers far exceeds the supply.” He 


*Ferrell, J. A.: “Measures for Increasing the 
Supply of Competent Health Officers.” The Jour- 
nal of the American Medical Association, Vol. 
77, No. 7, August 13, 1921, p. 513. 
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further says that “unless immediate reme- 
dial steps are taken this-shortage is cer- 
tain to become more and more acute.” 

Dr. Ferrell estimates that at the present 
time the number of full-time medical 
health officers slightly exceeds 1,000, and 
that in the near future at least 7,000 full- 
time men and women will be needed to fill 
directive positions in this field. The meas- 
ures which he suggests to increase the sup- 
ply of qualified public health officials are 
as follows: 


1. The divorce of health work from politics. 

2. Increase in the compensation of health of- 
ficers. 

3. The acquainting of students, medical and 
academic, with the opportunities for careers in 
preventive medicine. 

4. Provision of advanced training in public 
health in a few institutions well equipped and 
strategically located. 

5. Teaching of public health in medical schools. 

6. Encouragement of Federal and state insti- 
tutes for training health workers. 

7. Education of the public to understand and 


value health work. 

8. Provision of scholarships and fellowships in 
schools of public health for present and pros- 
pective health officers. 


The question of securing properly trained 
executives for the rapidly increasing 
county health units is already a serious 
problem with state health officers; and 
some of them, despairing of finding physi- 
cians who are qualified for public health 
positions, are making the effort to train 
laymen for the work in the smaller coun- 
ties. 

THE SPECIALIST IN SANITATION 

The sanitarian of the present day is a 
specialist as much so as is the surgeon or 
the ophthalmologist; and the time has 
passed when the general practitioner, who 
has had no post-graduate preparation for 
the specialty of public health, can perform 
satisfactorily the duties of health officer. 
Sanitation, however, is the one specialty 
in medicine that does not attract enough 
physicians to meet the demand. The most 
important reason for this is that the re- 
muneration is less than that of other spe- 
cialties in medicine. 
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The income of the highest salaried 
health officer in the country does not ex- 
ceed that of the average specialist even in 
the small cities; and in every large city 
there are surgeons and other specialists 
who receive many times the remuneration 
of the health officer of the state. This 
condition is not just because the happi- 
ness and lives of more human beings are 
involved in the work of the health officer 
in the smallest county than are affected by 
the skill of the greatest surgeon in any 
state. Unquestionably the first thing to 
be done to attract physicians into public 
health work is to educate the public re- 
garding the necessity of paying salaries to 
health officers that at least approximate 
the value of their services. 

Something may be done to induce young 
men and women to take up the study of 
hygiene as a specialty by pointing out to 
them the opportunities for serving man- 
kind in the field of public health. Cer- 
tainly no man in any city, county or state 
leads a life of greater usefulness than the 
health officer; and some of the greatest 
men in medicine, even though they receive 
inadequate salaries, are in public health 
work. Money is not the only considera- 
tion in selecting a vocation. If so, there 
would be few teachers, college professors, 
ministers and health officers. There is 
this, however, to be said regarding the vo- 
cations in preventive medicine, namely, 
they afford a certain and good income to 
recent graduates who must earn a living at 
the start. 


POST-GRADUATE SCHOOLS FOR HEALTH 
OFFICERS 


In order to meet the need for trained 
health officers a number of medical col- 
leges have established graduate courses in 
public health. The University of Califor- 
nia, Yale, Johns Hopkins, Harvard and 
the Universities of Michigan, Pennsylva- 
nia and Wisconsin, also the Detroit, Al- 
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bany and Bellevue Medical Colleges, all of- 
fer courses to physicians leading to degrees 
in public health. 

Yale, Harvard, Johns Hopkins and the 
University of California offer to graduates 
from colleges of arts and sciences a year’s 
course with a certificate of public health, 
thus recognizing the need for trained pub- 
lic health workers who have not gradu- 
ated in medicine. It seems probable that 
the shortage of health officers will have to 
be met by the scientific schools adding to 
the curriculum for the degree of sanitary 
engineering other courses in preventive 
medicine, such as laboratory technic, vital 
statistics, general sanitation, food chem- 
istry, and public health nursing. 

Strange as it may seem, with the South’s 
distinctive need for health officers trained 
in the prevention of tropical diseases, 
Johns Hopkins is the only university in 
the Southrn states that offers special in- 
struction in public health. Tulane Uni- 
versity formerly gave such courses, but 
for some reason the department of public 
hygiene was discontinued. 


THE PROPOSED GORGAS SCHOOL OF SANITA- 
TION AT THE UNIVERSITY OF ALABAMA 


In order to meet the growing demand 
for trained public health officials and as a 
memorial to the greatest sanitarian in his- 
tory, the University of Alabama is plan- 
ning to establish the Gorgas School of San- 
itation. General Gorgas was a native Ala- 
bamian, Tuscaloosa having been his home, 
his distinguished father, General Josiah 
Gorgas, having been President of the Uni- 
versity and his beloved mother having 
been librarian in that institution for many 
years. It, therefore, would seem that the 
University of Alabama is the logical 
place to establish a school to perpetu- 
ate the memory of Alabama’s most dis- 
tinguished son. Since Tuscaloosa is near 
the geographical center of the South, it 
is strategically located for the training of 


ia 
I 
] 
i 
a 
& 


Vol. XIV No. 1 


men and women who intend entering pub- 
lic health work in the Southern states. 
Plans are now being made to raise at 
least $1,000,000 to equip and endow the 
proposed Gorgas School of Sanitation, and 
there can be no question that Alabama’s 
splendid University will establish as a me- 
morial to the lamented General Gorgas a 
school that will fittingly perpetuate his 
name and his work. At the same time 
the Gorgas School of Sanitation will serve 
the South and the Nation by supplying the 
facilities for training sanitary engineers, 
sanitarians, laboratory technicians and 
public health nurses to meet the urgent 
need for those qualified to specialize in the 
various branches of preventive medicine. 


The Hot Springs Meeting 


GOLF AT HOT SPRINGS* * 


By WALTER J. HEBERT, 
Hot Springs, Ark. 


An enjoyable feature of the meeting of the 
Southern Medical Association scheduled to con- 
vene in Hot Springs on November 14 will be a 
great golf tournament to be participated in by 
physicians from all parts of the South. Arrange- 
ments for this event, which has been for several 
years one of the principal attractions of the an- 
nual convention of the American Medical Asso- 

. ciation, have been placed in the hands of Dr. E. 
R. Smith and, according to the doctor’s last report, 
the first golf tournament of the Southern Medi- 
cal Association will undoubtedly prove a great 
success. 

Plans as to the exact manner in which to con- 
duct the tournament have been almost definitely 
fixed. The outstanding feature of these plans is 
that those entering the tournament may play 
their eighteen holes at any time during the con- 
vention which might prove the most corvenient. 
After playing the course each player will be re- 
quired to turn in his card and the committee in 
charge will announce the winner on the closing 
day of_the meeting. 

The elimination round tournament was cast 
aside for this particular system in view of the 
many business sessions to be held and in order 
to make certain that no physician should find his 
wish to hear some scientific paper conflicting with 
his desire to play golf. It is also thought that 
the form of tournament decided on will develop 

*From the Sub-Committee on Publicity of the General Com- 
mittee from the Hot Springs Profession. 
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keen competition and arouse just as much in- 
terest. 

Three prizes will be offercd by the golf commit- 
tee. One for the lowest score, another for the 
best handicap score, and still another for the 
team turning in the best set of cards. In making 
announcement as to prizes that will be given, Dr. 


Hot Springs Country Club 


Smith stated that every man who anticipates en- 
tering the tournament should bring his handicap 
to Hot Springs. Statement of th> handicap should 
be prop-_rly signed by the professional in charge 
of the entrant’s home club. 

The team play for highest honors should un- 
cover some interesting golf and is expectcd to 
prove a “nip and tuck” battle. The teams will 
represent various Southern cities and it is ex- 
pected that fifteen or more cities will vie with 
each other for victory. Hot Springs will spare 
no effort to win this particular event. 

In shaping up the details of the tournament 
letters were dispatched by the committee in 
charge to fifty doctors in the South who were 
known to be members of the A. M. A. Golf Asso- 
ciation, inviting them to come to the convention 
in Hot Springs and participate in the tourna- 


Teeing Off on the Hot Springs Golf Links 
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ment. Favorable replies were received in the ma- 
jority of these cases. 

The decision to hold a golf tournament during 
the convention naturally attracts attention to the 
course on which the tournament will be held. It 
might be said without fear of much contradiction 
that more men of national prominence play on 
the links of the Hot Springs Country Club during 
a year than on any other golf links in the United 
States with the possible exception of the Chevy 
Chase course at aikdauaten. D. C., and the loca- 
tion of the latter course removes the remarkable 
element and distinction of this unusual feature. 

The course itself has long been one of the 
principal factors in making golf popular at the 
world’s greatest health resort. It possesses de- 
ceptive distances that make it extremely interest- 
ing to the professional golfer as well as the tired 
business man, whe plays solely for exercise and 
enengge It comprises 250 acres, is beautifully 

ept, thoroughly distinctive in appearance and 

nearly every one who has visited here declares it 
to be one of the most enchanting spots in the 
Southern Ozarks. 

Located only about two miles from the heart 
of the City the course can be reached quickly by 
motor car and there is also a regular bus service 
between three of the larger hotels and the links 
at a reasonable fare. Like other country clubs, 
the Hot Springs Country Club is under the man- 
agement of a professional golfer and good tourna- 


ments are arranged at various times of the year. | 


GOLF!!! 
MEDICAL CHAMPIONSHIP OF THE SOUTH 


To be held at Hot Springs, Ark., during the 
Southern Medical Association meeting in No- 
vember. 

A. Championship of the South—18 holes low 
medal score. 

B. Handicap Championship—All players are 
requested to obtain theirehandicap from home 
club and present it with par score for home 
course. Play for handicap championship will be 
at the same time as the championship round. 

If it is possible, four-men teams from various 
clubs or cities will decide the Southern team 
championship. 

Entries are requested at earliest moment. 

E. R. SmitH, M.D., Chairman, 
Dugan-Stuart Building, 
Hot Springs, Ark. 


REDUCED RAILROAD RATES TO THE 
HOT SPRINGS MEETING 

Special reduced round trip rates on all rail- 
roads have been granted the Southern Medical As- 
sociation for doctors and members of their fami- 
lies attending the Hot Springs meeting. This is 
on the Identification Certificate plan, the Certifi- 
cates to be issued from the Association’s office at 
Birmingham upon request. All doctors who hope 
or expect to attend the Hot Springs meeting 
should write the Association office early so the 
Certificates may be issued in ample time. The 
rate is one and one-half fare for the round trip, 
tickets on sale November 10-16; return limit No- 
vember 21. 
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THE PRESIDENT’S SPECIAL 


With the approval and consent of Dr. Jere L. 
Crook, President of the Southern Medical Asso- 
ciation, the Missouri Pacific Railroad will operate 
the “President’s Special” from Memphis to Hot 
Springs for the Association meeting, November 
14-17. This train will convey the President, Dr. 
Crook, and will be for the exclusive use of the 
physicians, their families and friends attending 
this meeting. The train will leave Memphis Sun- 
day morning, November 18, at 10:00 o’clock, ar- 
riving at Hot Springs that afternoon at 4:00 
o’clock, and will consist of the latest all-steel 
equipment with unexcelled dining car service. 
The Missouri Pacific traverses the most fertile 
sections of Arkansas en route, with double track 
and automatic block signals. This will be a most 
convenient route and those who contemplate at- 
tending the meeting are cordially invited to use 
the Missouri Pacific, and if going over Sunday to 
ride the “President’s Special.” 

For further information, Pullman reservations, 
etc., write Mr. H. D. Wilson, Division Passenger 
Agent, Exchange Building, Memphis, Tenn., or 
Mr. Garland Tobin, General Agent, Passenger De- 
partment, Healey Building, Atlanta, Ga., or Mr. 

B. Moss, General Agent, Passenger Depart- 
ment, Woodward Building, Birmingham, Ala. 


GEORGIA MEDICAL SPECIAL TO CONSOLI- 
DATE WITH PRESIDENT’S SPECIAL 
AT MEMPHIS 


Dr. Allen H. Bunce, Secretary of the Medical 
Association of Georgia, annoufices that it has 
been decided to consolidate the Special Train from 
Atlanta to the meeting of the Southern Medical 
Association at Hot Springs with the “President’s 
Special” at Memphis, Tenn., using the Missouri 
Pacific Railroad from Memphis to Hot Springs. 
This will mean that practically all those attend- 
ing the meeting from the Southeastern states will 
go on the same train from Memphis to Hot 
Springs. The Special Train from Atlanta, which 
Dr. Bunce has arranged for, will leave that city 
at 5:00 p. m. Saturday, November 12, via the 
Seaboard Air Line Railway, going via Birming- 
ham and the Frisco Railroad to Memphis, arriv- 
ing in Memphis at 7:35 a. m. Sunday, November 
13. The Special will leave Memphis Sunday 
morning at 10:00, arriving Hot Springs at 4:00 
o’clock that afternoon. This train, which will be 
all steel, electrically lighted, will consist of draw- 
ing room, compartment and section sleeping cars, 
with observation and dining car, and will be ac- 
companied by Mr. Pat B. Hampton, District Pas- 
senger Agent of the Seaboard at Atlanta, Ga., 
who will look after the comforts of the party en 
route and stay in Hot Springs during the meet- 
ing to arrange return reservations for everybody. 

All the physicians and their families from the 
Southeastern states are cordially invited by the 
Medical Association of Georgia to join them on 
their Special Train from Atlanta, and Pullman 
reservations should be made as early as possible. 
Special round trip rates have been announced by 
all the railroads for the meeting. Requests for 
further information or Pullman_ reservations 
should be addressed either to Dr. Bunce, Healey 
Building, Atlanta, or Mr. Hampton. 
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Book Reviews 


By Herman B. Sheffield, M.D., 


Diseases of Children. 798 
pages, with 234 illustrations, mostly original, and nine 
— plates. Price $9.00. C. V. Mosby Company, St. 


og "Sheffield was formerly Instructor in Diseases of Chil- 
dren at the New York Post-graduate Medical School and 
Hospital, and his experience in pediatrics extends over a 
period ot 30 years. He is well qualified to speak authori- 
tatively on such a subject as diseases of children. This first 
edition will be warmly received by students and practitioners 
of medicine. The subject matter is complete and excellently 
arranged, illustrated where necessary by well selected cuts 
and colored plates. One of the strongest features is the 
chapter on examination of the patient, which is well worth 
the price of the book. Therapeutics receives deserved em- 
phasis, and the suggestions in treatment are the result of the 
author’s successful experience in his own clinics. The book 
is heartily commended to all who are interested in pediatrics. 


Nutrition and Clinical Dietetics. By Herbert S. Carter, M.D., 
Columbia Universtiy ; and Paul E. Howe, Ph.D., Rockefeller 
Institute; Howard Mason, M.D., Columbia University. 
Second edition, thoroughly revised, 703 pages. Lea and 


Febiger Co., $7.50. 
There is an ever increasing need for careful study | of nu- 


BOOK REVIEWS 


Text-Book and Manual for Stu- 
dents. By Albert P. iaeihoes, Ph.D., Professor of Bio- 
chemistry, University of Cincinnati. Third edition, with 
pages, illustrated. New York: William Wood & Co., 
Mathews’ ‘Physiological Chemistry” has been a standard 

text-book and reference book since the first edition came out 

in 1915. It is one of the classics of medical literature. In 
the third edition the practical part has been rearranged and 
important methods added. The chapter on vitamins has 
been revised most extensively and our present knowledge of 
them has been well summarized.’ Every page of the book 

—— be of intense interest to the medical student and the 

physician. 


Southern Medical News 


ALABAMA 


The foundation has been started for the first unit of a 
home for the feeble-minded to be erected near the Alabama 
Insane Hospital, Tuscaloosa. The Legislature appropriated 
“ 000 at its last session for this building. 

Dr. L. T. Lee, Huntsville, has been appointed Director of 
the Bureau — Epidemiology of the State Board of Health, 
Bowman, who resigned to become City 


Physiological Chemistry, a 


trition and the nutritional requirements in different 
Such information is not always available, neither utilized by 
many practitioners. This excellent publication provides a 
vast store of useful information, that will add to the comfort 
and convalesence of every patient. A more careful consid- 
eration of the diet should be given, and to meet such a need 
this work is especially commended. Such subjects as 
vitamins, basal metabolism, energy requirements, normal 
feeding, and food economics are completely and carefully 


presented. 


The Treatment of Acute Infectious Diseases. By Frank 
Sherman Meara, M.D., Cornell University. Second 
edition, revised; 806 pages. The Macmillan Company, 1921. 
The second edition presents many noticeable additions, the 

result of modern investigation, and especially | the outgrowth 

of army experience with epid di ic influ- 
enza is discussed apart from the usual winter grip, and the 
author gives a resume of the best methods of treatment. 
bg dreaded strept ia being different from 
ia, is rightfully treated separate- 

“The management of empyema as outlined here will 

prove very helpful. Encephalitis lithargica and trench fever 

are recent conditions that are given full consideration. The 
book is most excellently planned and printed, and will re- 
ceive the hearty welcome it deserves. 


Principles of Biochemistry for Students of Medicine, Agri- 
culture and Related Sciences. By T. Brailsford Robert- 
son, Ph.D., D.Sc., Professor of Physiology and Biochemis- 
try, University of Adelaide, South Australia; formerly 
Professor of Biochemistry, University of Toronto; Profes- 
sor of Biochemistry and Pharmacology, University of Cal- 
ifornia. 6383 pages and 49 engravings. Philadelphia and 
New York: Lea & Febiger, 1920. 

A professor from Australia here gives us a new point of 
view upon biochemistry, attempting to present it in very 
close relation to physiology. The work is up to date, includ- 
ing the chapter on vitamins, which are treated in a method 
different from that of Dr. Mathews. He wishes to call only 
those nitrogenous substances which have a definitely curative 
action upon polyneuritis, ‘‘vitamins,” and to use the term 
“accessory foodstuff’ for the growth-producing vitamin and 
the antiscorbutic vitamin. Mathews eas ena three kinds 
of substances which _ he ‘calls vitamins 

Dr. Roberts considers his subject in the following order: 
Foods, which are classified and treated at length. Under 
this heading their digestion and assimilation is treated. He 
then takes up properties of p ing those 
corferred by the diffusible constituents and those conferred 
by the colloidal | constituents; the chemical correlation of the 

» tissues; the pr which underlie life phe- 
nomena; the products of tissue activity; and the energy bal- 
ance of ‘the organism. He gives = space to practical meth- 
ods of analysis. He h h try of the food- 
stuffs; Mathews, the chemistry of protoplasm and the cell, 
which seem to us more fundamental. 

This is a welcome addition to the ogee Ed biological 
chemistry. Mathews leans more to the chemical side; Rob- 
ertson to the biological side of biological chemistry. It is 
Aig that Robertson’s work will be more interesting to 


physicians. 


J. 
and nn Hesith ‘Officer of Montgomery County. 
Deaths 
Dr. Walter R. Weedon, Eufaula, aged 47, died July 2. 


ARKANSAS 


It has been announced that three additional buildings will 
be erected at the State Tuberculosis Sanitarium, Booneville. 

Work on the annex to the City Hospital, Little Rock, has 
been started. It will be a four-story structure and will 
cost $125,000. 

Fort Logan H. Roots has been transferred from the War 
Department to the United States Public Health Service and 
will be converted into a hospital for war veterans. 

Dr. Charles McLean, Gurdon, has been appointed City 
Health Officer. 

Dr. Frank A. Norwood, Lockesburg, and Miss Dorothy 
Corbett, Ashdown, were married at Texarkana July 24. 


Deaths 


Dr. Arthur George Thompson, Pine Bluff, aged 70, died 
suddenly in his office August 18 from heart disease. 

Dr. William F. Ross, Booneville, aged 60, died August 10. 

Dr. James J. Mitchell, Gurdon, aged 75, died June 16. 

Dr. A. L. Carmichael, Little Rock, aged 43, died August 29. 


DISTRICT OF COLUMBIA 


Dr. William D. Tewksbury has resigned as Superintendent 
of the Tuberculosis Hospital of the District of Columbia and 
has been succeeded by Dr. Joseph W. Peabody. 

Dr. Frederick Yates announces the removal of his office 
from 1230 Ninth Street, Northwest, to 929 M Street, North- 
west, Washington. 

Dr. Robert Y. Sullivan has been appointed Gynecologist to 
Columbia Hospital for Women, succeeding Dr. Isaac S. 
Stone, who resigned. 

Dr. Charles Grafton Weller, Washington, and 7“ Esther 
Curtis, Fon du Lac, Wis., were married August 6. 


Deaths 
Dr. Mary Ellis, Washington, aged 68, died June 25 at New- 


port News, Va. 
Dr. Franklin Rogers, M. C., U. S. Navy, Washington, aged 


70, died May 28 from acidosis. 


FLORIDA 
Dr. S. R. Mallory Kennedy, Pensacola, has-been promoted 
to the rank of Major in the United States Public Health 
Service. 
Deaths 
Dr. Robert Lee Goodbred, Mayo, aged 48, died August 16. 
Dr. Arturo del Castillo, Key West, died July 23 after an 


illness of six months. 
Dr. Robert L. May, Jacksonville, aged 56, died August 2 


from heart disease. 
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GEORGIA 

The following physicians have formed a group to” be 
known as The Savannah Valley Clinic: Drs. Charles W. 
Crane, Hugh N. Page, W. R. Houston, V. P. Sydenstricker, 
Lamar Building, Augusta. 

Dr. M. Ford Morris announces the removal of his diag- 
nostic laboratory to the Doctors’ Building, Peachtree and 
Pine Streets, Atlanta. 

At the third annual convention of the Georgia Railway 
Surgeons’ Association, held at Indian Springs August 17, the 
following officers were elected: Dr. Charles H. Richardson. 
Macon, President; Dr. J. W. Palmer, Ailey, Secretary- 
oo The next meeting will be held in Macon August 
18, 1922. 

Dr. W. A. Mulherin, Augusta, was made Vice-Chairman 
of the Section on Pediatrics at the recent meeting of the 
American Medical Association. 

Deaths 

Dr. S. A. Elder, High Shoals, aged 57, died April 21. 

Dr. Hansell Crenshaw, Atlanta, aged 44, died August 20 
from Raynaud's disease. 

Dr. Robert B. Patrick, Waycross, aged 35, died August 8 
following an operation for appendicitis. 

Dr. Justin Lowe Jackson, Savannah, aged 46, died August 
11 from typhoid fever. 

Dr. Simon Walter Brooks, Geneva, aged 57, died suddenly 
June 24 from heart disease. 

Dr. Isham Hamilton Goss, Athens, aged 68, died some time 
in August. 

Dr. Fulton Monroe Lothridge, Toccoa, aged 52, died sud- 
denly in his office August 5. 

Dr. James Fuzzell, Fitzgerald, aged 54, died August 17. 


KENTUCKY 


The following officers have been elected for the Grant 
County Medical Society: Dr. C. A. Eckler, President; Dr. 
W. P. Forman, Vice-President; Dr. C. M. Eckler, Secretary- 
Treasurer. 


Deaths 
Dr. George Holbert Grace, Greenville, aged 42, died August 
25 following an operation for gall-stones. 
Dr. John M. Feland, Sharpsburg, aged 60, died August 14 
from a complication of diseases. . 


LOUISIANA 


The kitchen, mess halls and other buildings to be erected 
immediately at the United States Public Service Hospital at 
Camp Stafford will cost approximately $100,000. The mess 
halls, which are being constructed to replace those de- 
stroyed by fire last year, will accommodate 750 persons. 

The State Board of Health is planning to establish a full- 
time staff for health work at Monroe. The International 
Health Board of the Rockefeller Foundation will provide 
$2,500 and Ouachita Parish police jury has appropriated 
$2,500. The State Board of Health will spend $2,500 and 
the city will probably provide the remaining $2,500. The 
$10,000 fund will be spent for health work in Ouachita Par- 
ish and in Monroe. 

Deaths 

Dr. Henry Veazie, New Orleans, aged 66, died August 11 
at the Touro Infirmary. 

Dr. M. R. Waggoner, Sr., DeWitt, aged 83, died August 12 
from angina pectoris. 

Dr. Frederick McCormick, Monroe, aged 83, died August 4 
at the home of his daughter. 


MARYLAND 

The University of Maryland, at Lombard and _ Green 
Streets, Baltimore, is planning to erect a new hospital 
group, which will incorporate the University Hospital, the 
nurses’ home and the schools of medicine, dentistry and 
pharmacy in a single system. The main building will be 
eleven stories with a roof garden. The cost of the building 
is estimated at about $1,250,000. 

Dr. Verne Pheem Mason, Baltimore, and Miss Lucy Mere- 
dith Ginn were married August 17. 

Dr. Herbert C. Neblett, Major, M. C., U. S. Army, Balti- 
more, and Miss Mary Belle Small were married at Washing- 
ton, D. C., June 11. 

Dr. Roy L. Reynolds has resigned as Medical Superintend-: 
ent of the South Baltimore General Hospital and has been 
sueceeded by Dr. Robert W. Johnson. 


Deaths 
Dr. John S. Green, Sr., Long Green, aged 64, died Au- 


gust 2. 
(Continued on page 38) 


THE SEARCY TONSILLECTOME 


1771-87 Ogden Ave., 


A new instrument which combines all the advantages of the 
guillotine with the ecraseur action of the snare. By means of the 
crusher, slowly applied, there is a minimum of hemorrhage. 


Made by 


MUELLER COMPANY 


Surgeons’ Instruments, 


CHICAGO. 
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In the case of 


BENZYLETS vs. DYSMENORRHEA 


the verdict is:— 


“Guilty of clinically curing the average case 
of the spasmodic type and of possessing 


prophylactic powers when used for a few 


days in advance of the period.” 


BENZYLETS SHARP & DOHME 


24 globules to the box 
at all prescription pharmacies 


WHEN YOU WANT 


FLUIDEXTRACT CASCARA AROMATIC that is efficient, yet palat- 
able SPECIFY 


LIQUID CASCARA 
FLAVORED P-M CO 


LIQUID CASCARA FLAVORED P-M CO is made from high grade bark, 
carefully aged before use, carefully debitterized, carefully extracted. 


The satisfactory results, judged from your own and your patients’ view- 
point, justifies our pride in this product. 


PITMAN-MOORE COMPANY 


INDIANAPOLIS, Chemists U.S. A. 
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SAVE MONEY ON 


YOUR X-RAY svpp.ics 


Get cur price list and discounts on quantities before you 
purchase 
HUNDREDS OF DOCTORS FIND WE SAVE THEM FROM 
10% TO 259% ON X-RAY LABORATORY COSTS. 
AMONG THE MANY ARTICLES SOLD ARE: 


X-RAY PLATES. Three brands in stock for quick ship- 
ment. PARAGON Brand, for finest work; UNIVERSAL 
Brand, where price is important. 

X-RAY FILMS. Duplitized or Dental—all standard sizes. 
nt ona Ilford or X-ograph metal backed. Fast or slow 
emu 

SULPHATE. For stomach work. Finest grade. 

iw 

COOLIDGE “X-RAY TUBES. 5 styles, 10 or 80 millamp.- 
Radiator (small bulb), or broad, medium or fine focus, 
large bulb. Lead Glass Shields for Radiator type tubes. 

DEVELOPING TANKS. 4 or 6 compartment, stone tanks. 
These will end your dark room troubles. 65 sizes of En- 
ameled Stee] Tanks. 

DENTAL FILM MOUNTS. Black or gray cardboard with 
celluloid window or all celluloid type, one to eleven film 
epenings. Special list and samples on request. Price in- 
cludes imprinting name and address. 

DEVELOPER CHEMICALS. Meto!, Hydroquinone, Hypo, etc. 

INTENSIFYING SCREENS. Patterson, TE, or celluloid- 
backed screens. Reduce exposure to th or less. Double 
screens for fi:m. All-metal cassettes. 

an GLOVES AND APRONS. (New type glove, lower 
pric 

FILING ENVELOPES with printed X-ray form. (For used 
plates.) Order direct or through your dealer. 


If You Have a Machine Get Your 
Name on our Mailing List. 


GEO. W. BRADY & CO. 


780 So. Western Ave. CHICAGO, Ill. 
scene Branch, 736 Perdido St., New Orleans. 


(Continued from page 846) 


Dr. John Henry Marling, Baltimore, was found dead in the 
Patapsco River August 1. 

Dr. Nathaniel W. Comegys, Millington, aged 79, died July 
30 from cerebral hemorrhage. 

Dr. Horace P. Haddock, _ died August 6. 


MISSISSIPPI 


Deaths 
Dr. J. E. Slaughter, Schlater, died August 11. 
Dr. Charles M. Henderson, Sardis, died recently.. 
Dr. Anna T. L. Thomas, Biloxi, aged 68, died July 24. 


MISSOURI 


Dr. Hanau W. Loeb, Dean of the College of Medicine of 
St. Louis University, announces as additional full-time in- 
structors Dr. John Auer, Director of the Department of 
Pharmacolegy; Dr. J. Earl Thomas, Assistant Professor of 
Physiology; Dr. A. C. Shaklee, Associate Professor of Phar- 
macology; Dr. A. M. Schwitalla, Associate Professor of Biol- 
ogy; Dr. B. Aronovich, Instructor in Chemistry. 

Dr. J. A. Waterman, Breckenridge, has been appointed 
Prison Physician to succeed Dr. W. A. Clark. 

Oakhurst Sanatorium, the tuberculosis hospital for Gray’s 
Harbor County, Elma, opened for the reception of patients 
on August 1. 

Plans have been received at the Mullanphy Hospital, St. 
Louis, for the new building which is to be erected near the 
Foundling Asylum. It will be nine stories high and will 
have a capacity of 500 beds. 

Dr. Jordan has been appointed Hospital] Commis- 
sicner of St, Louis, succeeding Dr. Cleveland H. Shutt, who 
resigned. 

Dr. Bert Byrd: Parrish and Mrs. Hermione Merker, both 
of Kirksville, were married at Lancaster August 28. 

Dr. Minor Franklin Sewell, Lee Summit, and Miss Dorothy 
Silcott, Malta Bend, were married recently. 

Deaths 

Dr. John Milton Poindexter, Kansas City, aged 65, died 
May 
Dr. John Bryant, Independence, aged 78, died July 16 at 
the home of his daughter in Berkeley, Calif. 

(Continued on page 40) 


PATHOLOGY 
Allen H. Bunce, A.B., M.D., F.A.C.P. 


methods and technique are used. 


treatment are indicated. 


Laboratories of 


Drs. Bunce, Landham and Klugh 


ATLANTA, GEORGIA 


DEPARTMENTS 


BACTERIOLOGY and SEROLOGY X-RAY and RADIUM 
George F. Klugh, B.S.,M.D. 


These laboratories are equipped for making every test of clinical value 
in the diagnostic study of medical and surgical cases. Only standardized 


In addition to the diagnostic study of cases there are adequate facilities 
for the x-ray and radium treatment of conditions in which these forms of 


Fee lists and containers for pathological specimens and. information in reference to 
x-ray and radium work furnished upon request. 


Address 
DRS. BUNCE, LANDHAM AND KLUGH, Healey Bldg., Atlanta, Ga. 


Jackson W. Landham, M.D. 
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Diphtheria 


Diphtheria Antitoxin 
Treatment For treatment of acute cases and to produce 
immediate temporary immunity. 


Dose: 1000 to 20,000 Units. 
Supplied in aseptic, glass syringes, ready for use. 


T-A. Mixture (iiitoxin mixture 
2 To create lasting immunity, which develops 
Prevention in about six weeks, and is believed to 
continue almost indefinitely. 


Dose: Three injections of 1 Cc.‘each, at seven-day intervals. 
Supplied in three 1-Cc. ampuls and in 10-Cc. vials. 


Schick Test Toxin tex 
To determine susceptibility to DIPHTHERIA. 
Dose: 0.1 Cc., injected between the layers of the skin. 


Susceptibility 


Supplied in packages containing one hermetically sealed tube of 
undiluted DipHTHERIA Toxin, with one 5-Cc. vial of Saline 
Solution, sufficient to make at least forty tests. 


Schick Test Toxin Control 


Diluted DIPHTHERIA TOXIN, attenuated by 
heat, to be used as a control for the 


A laboratory experience of 4 
MULFORD SCHICK TEST TOXIN. 
insures quality Dose: 0.1 Cc. 


Supplied in 5-Cc. vials, sufficient for at least forty tests. 
SEND FOR NEW LITERATURE 


H. K. MULFORD CO., Philadelphia, U.S. A. 


aes 
NEER BIOLO AB 
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LABORATORY SERVICE 


Dr. Geo. B. Adams 


Clinical Laboratories 
705-709 Maison Blanche Annex 


New Orleans 


Bacteriological 


Pathological > Analyses 
Chemical 


Prompt reports. 
Reliable work. 
Reasonable prices. 


Members of the Medical 
Profession are invited to 
visit our laboratories at 
any time. 


DR. GEORGE B. ADAMS 


Director. 


(Continued from page 38) 


Dr. Elmira Y. Howard, Palmyra, aged 80, died August 7 
at the home of her son, Covington, Ky., from chronic ne- 
phritis and pulmonary congestion. 


NORTH CAROLINA 

Dr. Roy B. McKnight has been appointed a member of 
the medical staff at Kenilworth Hospital, Asheville. 

The North Carolina Orthopedic Hospital, Gastonia, has 
been opened for the reception of patients. When the addi- 
tional ward building, now under construction, has been 
completed, the capacity of the institution will be between 
fifty and sixty beds. 

Dr. Charles E. Lyday, Gastonia, and Miss Naomi Davie 
Pool, Kinston, were married June 28th. 

Deaths 

Dr. Jno. S. Baird, Sr., Mars Hill, aged 77, died August 16. 

Dr. Lycurgus L. Saton, Tarboro, aged 72, died duly 1 from 
heart disease. 


OKLAHOMA 

All Saints’ Hospital, McAlester, is planning improvements 
to cost $50,000. 

The contract has been let by the state soldiers’ relief 
commission for the $384,000 hospital for disabled soldiers at 
Sulphur. 

Dr. Earl D. McBride, Oklahoma City, has returned after 
spending the months of June, July and August in Europe 
studying and visiting orthopedic clinics in England, France, 
Austria and Germany. 

Eastern Oklahoma Hospital, Vinita, will soon have new 
buildings costing $150,000. 

Dr. C. R. McDonald, Jennings, and Miss Audry Massey, 
Oklahoma City, were married July 

Deaths 

Dr. Robert S. Lynn, Tulsa, aged 57, died May 27. 

Dr. Chas. B. Bradford, Oklahoma City, aged 66, died re- 
cently. 

Dr. Andrew Jackson Brewer, Coweta, aged 61, died July 14. 

Dr. Pleasant Mosely Harraway, Marlow, aged 60, died 
July 28 from cerebral hemorrhage. 

(Continued on page 42) 


CONVENIENT 


A COMPLETE FOOD 


REQUIRES NEITHER COOKING 
NOR THE ADDITION OF MILK 


The Original 


Obviates many of the difficulties that are 
generally connected with the prescribed 
feeding of infants. 


Easily prepared to meet the changing needs 
of the individual infant. 


Very reliable—prescribed by the medical 
profession for over one-third of a century. 


AVOID IMITATIONS 
Samples end printed matter prepaid 


HORLICK’S, Racine, Wis. 


— 
“Horlicks gf Malted (Milk 
| 
| 
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Beware Gluten 


66 LUTEN Bread is the Diabetic’s worst enemy’”—declared the late Dr. 

Janeway, probably America’s greatest physician. There is not a 
gluten bread that does not contain starch in amount rarely less than 20 % 
and often more than 40 %. The safe way is to prescribe a flour with the 
analysis on each package showing it to be strictly non-carbohydrate, such as 


FLOUR. 


Absolutely Starchless 


Made strictly from specially blended caseins of milk, it is necessarily free 

from the slightest trace of starch; and it is relieved by special process from 

all traces of sugar. Lister’s Flour is self-rising and can be made easily and 

auickly into substantial, satisfying Diabetic Bread and delicious. Cookies, 

Muffins, Doughnuts, etc., all strictly non-carbohydrate. Packed in small, 

carefully weighed boxes—one for each day—suitable for a “strict diet” or 
part of a liberal diet. 


One Month’s Supply (30 Boxes) - $4.85 
Fifteen Days’ Supply (15 Boxes) - 2.75 


Sent direct to the Physician or to his patient. Or write to us for the name 
of our druggist-agent nearest to you. 


LISTER BROS., Inc., 405 Lexington Ave., New York 


Coast Srates—Starchless Food Co. CANADA—W. Lloyd Wood 
412 Kerckhoff Bldg., Los Angeles, Cal. 64 Gerrard St., Toronto, Can. 


LISTERS 
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HECHT GRADWOHL 


| TEST 


Is made on every blood submitted 
without extra charge. 


‘This test gives you information which 
increases the accuracy of your diag- 
noses. 


SPINAL FLUID 
TESTS 


Wassermann 
Pandy 

Ross Jones 
Lange 

Cell Count 


We urge practitioners to submit 
spinal fluid to aid in the diagnosis of 
syphilis. You will be surprised at 
the frequency of positive results in 
so-called “Asymptomatic” cases. 


Write for Spinal Puncture Outfit, also Free 
Containers and Literature. 


Gradwohl Laboratories 


" 3614 Lucas Ave., St. Louis, Mo. 
7 W. Madison Street, Chicago, II. 


(Continued from page 40) 


Dr. J. Wade Bone, Sapulpa, aged 54, died July 27 from 


apoplexy. 
Dr. Benton Lovelady, Guthrie, aged 44, died August 30 


from brain clot. 


SOUTH CAROLINA 


Mowell’s Hospital, Marion, was formally opened August 
26. The hospital has twenty beds and there is a negro sec- 
tion on the outside with ten beds, making a total capacity 
for thirty patients. 

Deaths 

Dr. William E. Walker, Greer, aged 69, died August 14 

after a long illness. 


- TENNESSEE 


Plans have been completed for a new $450,000 Jewish 
hospital to be erected at Memphis. 

Dr. Marie M. Long, Memphis, has been placed in charge 
of the newly established division of child hygiene of the 
City Health Department. 

The Tennessee Federation Hospital and the Tennessee Vo- 
— School for Girls is soon to be erected at Johnson 

ity. 

Deaths 

Dr. Robert L. Davis, Sweetwater, aged 66, died July 7 
from carcinoma of the liver. 

Dr. William Montgomery, Newbern, died July 8 after a 


long illness. 
Dr. Manley J. Siler, Mercer, aged 69, died July 4 from 


dysentery. 

Dr. John Wesley Carmichael, Knoxville, aged 72, died 
suddenly August 7 from heart disease. 

Dr. Robert P. Catron, Union City, aged 81, died August 
29 after an illness of more than a year. 

Dr. Eugene E. Haynes, Memphis, aged 52, died suddenly 


at his home ‘August 31. 
Dr. G. W. Hedgecost, Sidonia, aged 52, died recently. 
Dr. H. S. Taylor, Springfield, died August 31. 
(Continued on page 44) 


Medication for 
Hypodermic Treatment 


Sterile, Accurate, Efficient. In Hypule Form 
Sodium Cacodylate, Mercury Binlodide, 
Mercury Salicylate, Iron Citrate, Iron 
Citrate and Sodium Arsenate, Emetine 
riydrochloride, Fisher’s Solution (con- 
centrated), Gray Oil, Novocain and 80 
other formulae. 
These hypules not only insure 
( full potency and exact dosage of ff 
} the drug to be administered, but 2 
they afford the physician an ascep- 
Heisters tic, and readily assimilated solu- Heisters 
Hypales tion or suspension. For treatment Hypales 
in serious and malignant diseases, hypodermic 
medication is far superior to the indirect 
methods of absorption through the alimentary 
tract. The use of HEISTER’S HYPULES 
places this form of medication on a scientific 
basis, relieving the practitioner of all anxiety 
as to the quantity or character of the hypoder- 
mic injection which he administers. 


From the Laboratory of 


LOUIS HEISTER 


Manufacturers of Physician’s Pharmaceutica 
Specialties in Hypule Form ; 


List on Application CINCINNATI, OHIO, U.S.A. 
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St. Anne’s Hospital, Chicago 


X-Ray Room, St. Anne’s 
Hospital, Victor Equipped 


J3ecause Life ls At Stake 


T= hysician is a trustee of health, of life 
itself. As a student at school and in. the 
clinic he is therefore taught a code of honor 
hardly to be matched in any other profession. 


Reckless experimenting is forbidden by that 
code. A human life may be at stake. What 
physician would dream of using a drug of 
unknown formula, of unknown properties, of 
unknown origin? 


So, with instruments and apparatus. Like drugs 
they must be made by reputable manufacturers 
—by men who realize what the ideals of medicine 
and surgery are. 


The Victor X-Ray Corporation is as old as the 
X-Ray. A code of honor has been strictly ob- 
served from the beginning in the making of 
Victor X-Ray apparatus—the same code that 
animates every conscientious practitioner. The 
apparatus must work in the way that the physi- 
cian wants it to work—and in no other way. 
It must be trustworthy. 


Every piece of Victor apparatus is made, there- 
fore, not simply according to an honest business 
man’s code of honor, but according to the higher 
code that physicians obey. However new 
in design, it is a scientifically tested piece of 
apparatus—as much so as any new serum or 
antitoxin. 


The Victor X-Ray Corporation is so far con- 
cerned with observing the physician’s code that 
its interest does not end with the installation 
of an X-Ray equipment. It maintains Service 
Stations im the principal cities to keep its equip- 
ment in perfect condition. These stations give 
engineering advice and aid the physician in 
every legitimate way. 


As part of this Service policy, the Victor X-Ray 
Corporation publishes a periodical called “Serv- 
ice Suggestions” in which X-Ray progress is re- 
corded primarily for the benefit of Victor clients. 
Others may find “Service Suggestions” of value. 
It will be sent to them on request. 


VICTOR X-RAY CORPORATION, Jackson Blvd. at Robey St., Chicago 
Sales Offices and Service Stations in All Principal Cities 
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RADIUM 


TUBULAR APPLICATORS 
NEEDLE APPLICATORS 
FLAT APPLICATORS 


and 


APPLICATORS 
of SPECIAL DESIGN 


COMPLETE 
INSTALLATIONS 


of 
EMANATION APPARATUS 


SOLD ON BASIS OF 
U. S. 
BUREAU OF STANDARDS 
CERTIFICATE 


Correspondence invited by our 
PHYSICAL, CHEMICAL 
and MEDICAL DEPT’S 


THE 
RADIUM COMPANY 
OF COLORADO, Inc. 


MAIN OFFICE and REDUCTION WORKS 
DENVER, COLO., U.S. A. 


BRANCH OFFICES 


122 SOUTH 50 UNION LONDON 
MICHIGAN AVE SQUARE 
CHICAGO NEW YORK PARIS 


Ambitious hard worker, 


(Continued from page 42) 
TEXAS 
The Missouri, Kansas and Texas Hospital, Denison, was 


-opened September 1. The hospital was erected at a cost of 
‘over $300,000. Dr. T. J. Long, Denison, is Superintendent. 


The first whole-time medical staff employed by the Uni- 
versity of Texas on September 1, 1920, consists of four phy- 
sicians, as follows: Dr. C. W. Goddard, Chief of Staff; Dr. 
C. S. Gates, Physician for Men; Dr. Ethel Lyon Heard, 
Physician for Women, and Dr. S. N. Key, Eye, Ear, Nose 
and Throat Specialist, all of whom with exception of Dr. 
Key give their whole time to the University. Mrs. Minnie 
E. Clarke, Secretary of the Staff, and Dr. S. N. Ekdahl, 
Sanitary Inspector, complete the personnel. 

Deaths 

Dr. Ross Edwin Pridgen, El Paso, aged 33, died August 3 
following an operation for gall-stones at Rochester, Minn. 

Dr. Sidney J. Gano, Dallas, died July 14. 


(Continued on page 46) 


| CLASSIFIED ADVERTISEMENTS 


GUINEA PIGS AND HUTCHES—Strong, healthy labora- 
tory stock, 8 to 10 ounces, 90c; 12 to 14 ounces, $1.10; 16 to 
20 ounces, $1.25, prepaid. No orders less than six. Five 
complete three compartment hutches $5.00 prepaid, worth 
double. E. L. Harris, 1526 East Main St., Chattanooga, Tenn. 


WANTED—Association as Assistant to Busy Ethical Sur- 
geon-Gynecolegist. Object thorough training in Surgery and 
Gynecology. Class A: graduate, 7 years in active general 
practice. Will give entire time and services for 2 to 3 years 
on a very reasonable salary basis if given plenty of work. 
competent to assist all phase of 
Professional and personal references and full in- 


practice. 
formation on request. Address: Medico, care Southern Med- 


ical Journal. 


THE STORM BINDER AND 
ABDOMINAL SUPPORTER 


PATENTED 


A washable 
A b dominal 
Sup porter 
adapted to 
the use of 
men, women 
and chil- 
dren for 
any purpose 
for which 
an abdomi- 
nal sup- 
porter is needed. For General Support—as 
in Visceroptosis, etc. For Special Support— 
as in Hernia, Relaxed Sacro-Iliac Articula- 
tions, etc. For Post-Operative Support—as 
after operations upon the stomach, gall 
bladder, etc. 

Illustrated descriptive folder with samples 
of materials and physicians’ testimonials 
will be forwarded upon request. 

All Mail Orders Filled at Philadelphia 
—Within 24 Hours. 


KATHERINE L. STORM, M.D., 
1701 Diamond St., Philadelphia, Pa. 
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For The Surgeon 


Bard-Parker Knife 


it’s Sharp! 


Ask Your Dealer 


Bard-Parker Company, Inc., New York 


It’s Sh 


That is the opinion expressed 
by all surgeons who have used 
this 

,BBARD-PARKER KNIFE 


Designed to eliminate the nui- 

sance and uncertainty of re- 

sharpening by means of re- 

newable blades, which have 

the sharpest cutting edge at- 

tainable. 

The price of a new blade is less than the cost of sharpening an ordinary scalpel. 
The surgeon is thus assured of a knife of standard sharpness, always ready for use. 
The illustration demonstrates its simplicity, the price its economy. 

Blades in packages containing 6 of one size. Order by size number. 


Handles, all sizes, each, $1.00. Nos. 1 and 3 Handles fit Nos. 10 and 11 Blades. 
Blades, all sizes, per dozen, $1.50. Nos. 2 and 4 Handles fit Nos. 20 and 21 Blades. 
Pocket Cases for 2 Handles and a dozen Blades. Leather Cases, $1.50. Khaki Cases, $1.00. 

MAIL ORDERS RECEIVE SPECIAL ATTENTION. 


DOSTER-NORTHINGTON DRUG CO. 
Surgical Instruments and Hospital Supplies 
BIRMINGHAM, ALABAMA 
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WE THANK YOU 


The saies of B. B. CULTURE in 
the South during the summer season 
just past have exceeded all records. 
We believe this to be an indication 
that our product has been appre- 
ciated by the profession as an agent 
in overcoming infant enterocolitis. 


During the months to come B. B. 
CULTURE may be employed with 
success in the various intestinal in- 
fections common to all ages. It is also 
indicated as a biological antiseptic in 
local infections, and in other ways. 

We bespeak your continued confi- 
dence. B. B. CULTURE is at your 
service every day in the year. 


B. B. CULTURE LABORATORY, Inc. 
Yonkers, New York 


(Continued from page 44) 
Dr. Gustav Mann, Houston, aged 57, died at Tampico, 
Mexico, while on a scientific oil mission July 
Dr. James Oliver Brockman, Breckenridge, aged 1, died 
May 10 after a few hours’ illness. 
Dr. S. E. McCully, Victoria, aged 80, died recently. 


VIRGINIA 


According to the Health Department, Pine Camp, Rich- 
mond, is to enlarge its hospital facilities. So far as the 
$23,000 appropriation will permit, the camp will be reor- 
ganized to improve its facilities for the care of tuberculous 
patients. Dr. D. B. Cole is in charge of the Medical De- 
partment of Pine Camp. 

The Augusta County Medical Association held its annual 
meeting in Staunton August 8. The following officers were 
elected: Dr. W. S. Whitmore, Staunton, President; Drs. 
John Freed, Staunton, and R. S. Griffith, Basic City, Vice- 
Presidents; Dr. J. F. Fulton, Staunton, Secretary; Dr. A. 
F. Robertson, Staunton, Treasurer. 

Dr. John Baird, Richmond, and Miss Emily Elizabeth 
Richmond, Gate City, were married in July. 

Dr. Everett Russell Ferguson, Tom’s Creek, and Miss 
Amelia Brizzie, Chattanooga, Tenn., were married June 22. 


(Continued on page 48) 


ge*Medical Record 


We condense and eliminate to suit busy 
men. Only dical weekly. 
One of the four leading eed journals of 
Necessary to all progressive physicians. 55 


the world. 
year. 


Sample 


, $5.00 per 7m. Free 
OD ‘a 1 Fifth Ave., New York. 


WILLIAM 1 woop & CO. 


RADIUM of f highest purity 
in any quantity. 

Patented glazed plaques 
for superficial condition. 

Tube and needle applicators 
for deep therapy. 

Apparatus for radium emanation 
installed by our Dept. of Physics. 


All our aneomcenes and ap- 


paratus after having 
been proven therapeutically 
practicable. 

U. S. Bureau of Standards 
Certificate. 

Our Departments of Physics 
and Medicine give instruction 
in the physics and therapeu- 
tic of Radium. 


Astor Trust NEW YORK Fifth Ay. 42 St. 
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To The Medical Profession 


The Ethical ard Scientific policies of the National Pathological Laboratories, wherever 
they are situated, are subject to the action of an Advisory Board composed as follows: 


DR. GEO, DOCK 


Professor of Medicine, Washington University, 
St. Louis 


DR, OTTO FOLIN DR. LUDVIG HEKTOEN 


Professor of Biological Chemistry, Harvard Director John McCormick Institute for 
Medical School, Boston Infectious Diseases, Chicago 


The members of this Board, while not directly concerned with the routine of the individual 
laboratories, will, however, specify the methods to be used and keep the laboratories in touch 
with the most modern advances that will be useful in aiding the practicing physician. And they 
may be called upon to interpret results when any doubt arises. 


Problems relating to the application of laboratory service to clinical medicine will be referred to 
Dr. Dock; Dr. Folin’s advice will be followed in problems of blood chemistry and other biochem- 
ical subjects; questions relating to tissue diagnosis, bacteriological and serological methods will 
be referred to Dr. Hektoen. 


Ethica! questions will be referred to all members of the Board and its ‘action will determine the 
policies of the various laboratories. 


NATIONAL PATHOLOGICAL LABORATORIES (Inc.) 


5 South Wabash Ave., CHICAGO 
NEW YORK: 18 East 41st St. DETROIT: 910 Peter Smith Bldg. ST. LOUIS: University Club Bidg. 


NINE MONTHS 
THEN ITS YOURS 


Easy Rental Purchase Plan \W Standard Of The World 


By our onay rental purchase plan, after a first There is only one standard of the vee 


payment of only $2.50 we will rent this TYCOS able—dependable—accurate—and that % the 
to you for nine months at $2.50 a month, at the end ° TYCOS, which has been adopted and is used by all 
of which time it is your absolute property. You pay er te insurance companies, the United States Govern- 
only the cash price—with no interest and no extras. ment and medical authorities. 
THE WORLD WAR Leather Case and Booklet Free 
age With each TYCOS we give yo and: 
MADE CREDIT A BADGE OF HONOR 
Pay for your Tycos in the same manner that let, which tells exactly how to use it. The TYCOS 
you weers for your Liberty Bonds, Red Cross , registers both ee, and diastolic ures. 
C. A. Pledges. Modern, scientific diagnosis demands the aid of an ac. 
curate instrument for determining blood pressure. 


Dr. Rogers’ Genuine 1921 Model 
Self-verifying 
$2.50 Cash With Order Brings It. Te 


of only $2.50 and allow you ten days free trial. If then Sen with te hewn bh, 
the instrument is yours. cannot buy it for less anyw You 


only $2.50 a 
Plan. eubuies to own that you'll never 


A. S.. ALOE COMPANY, DISTRIBUTORS 50 Olive St. S MO. 


> 
month’s 
TYCOS at 
in. If youare w: 
at our expense and get your money, If pl i 
for 9 months. SEND FOR YOUR TY! 
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Abdominal Supporters 
and Binders 


Patented 


Hospital and Maternity Binder 
A supporter for every purpose — Obesity, 
Hernias, Post Operative, Ptosis, Sacro-lliac, 
Pregnancy, Etc. ° 
Descriptive literature mailed upon request 


BOLEN MFG. CO. 


1712 Dodge St. OMAHA 


NOTICE 


SHERMAN’S VACCINES 


ARE NOW SUPPLIED IN A NEW 10 MIL. 
(Cc. C.) CONTAINER 


This package has many superior features whieh 
assure asepsis, prevent leakage and facilitate 
the removal of contents. It is constructed on 
the well known Sherman principle. 

The vial is amply strong which prevents break- 
age so frequent with shell vials. 

We are exclusive and pioneer producers of Bac- 
terial Vaccines. Originators of the asceptic bulk 
package. Pioneer in elucidation, experimenta- 
tion and clinical demonstration. 


The largest producers of 
Stock and Autogenous 
Bacterial Vaccines. 


MANUFACTURER 


BACTERIAL VACCINES JAD, 


U.S.A. 


“Sherman’s Vaccines are dependable Antigens.” 


(Continued from page 46) 
Deaths 


> 2 Archibald McDowell Bynum, Valentines, aged 32, died 
Dr. Russell S. Wingfield, Richmond, aged 27, died August 
20 from burns received while rescuing patients from a fire 
which destroyed the hospital August 14. 
Dr. Howard Wheelwright Kline, Richmond, aged 44, died 
August 14 in the Johnson-Willis Sanatorium. 
Dr. Herman Lee Poff, Ferrum, aged 34, died August 6. 
Dr. J. Dawson Smith, Charlottesville, aged 71, died Au- 
gust 19. 


WEST VIRGINIA 


Officers for the West Virginia State Medical Association 
are: Dr. J. Howard Anderson, Marytown, President; Drs. 
H. E. Gaynor, Parkersburg, S. G. Moore, Elkins, Charles 
O'Grady, Charleston, Vice-Presidents; Dr. Robert A. Ash- 
worth, Moundsville, Secretary; Dr. Hugh G. Nicholson, 
Charleston, Treasurer. 

Dr. Dennis McClung, Rupert, has been appointed Superin- 
tendent of the State Hospital for the Insane at Spencer, to 
succeed Dr. Samuel R. Holroyd. 

Dr. Earl B. Gerlach, Huntington, has been appointed Cor- 
oner of Cabell County to succeed Dr. L. T. Vinson, resigned. 

Dr. Thomas R. Harris, Parkersburg, has been appointed a 
member of the State Health Council. 

Deaths 


Dr Andrew J. Beardsley, Huntington, aged 78, died June 
25 from dysentery. 

Dr. Thomas Hughes Meighen, Wheeling, aged 56, died 
August 9 at Littleton. 

Dr. Charles F. Johnson, Pruntytown, aged 76, died May 31. 

Dr. John M. Boice, Sisterville, aged 65, died August 2 
from cerebral hemorrhage. 

Dr. Louis David Wilson, Wheeling, aged 75, died suddenly 
August 27 from heart trouble. 


The Astra Syringe 


FOR HYPO AND ‘SERUM INJECTIONS 


An all metal and glass syringe constructed 
without solder or washers. All parts are inter- 
changeable and can be sterilized by boiling. The 
syringe can be had separately or in a metal case 
with extra barrei and plunger. 


(Write for our special circular of Syringes and 
prices.) 


WocuER & §ON ©o, 


Surgical Instrument Makers 
CINCINNATI, OHIO 
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Ease and Comfort in Walking 


Medical men, in recommending walking as an exercise, should not 
overlook the advantages of 


The soft cushion-like step and notable absorption of shock that 
result therefrom give a new character to walking. Jarring is relieved 
and the gratifying decrease of fatigue and nerve-tire make it possible 
for many a person to take long walks with an ease and comfort never 
enjoyed before. — 


Many a physician has found that O’Sullivan’s Heels are of immeas- 
urable value to those who seek the full benefits from the outdoor life. 


O’SULLIVAN RUBBER CO., Inc., New York City 
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NO} | The Management of an Infant’s Diet | ag 


Malnutrition, 
Marasmus or Atrophy 


Mellin’s Food Fat : 49 


4 level tablespoonfuls . Protein . ; 2.28 
Skimmed Milk Analysis: Carbohydrates ; . a 


Water . ; . 90.06 


8 fluidounces 100.00 


The principal carbohydrate in Mellin’s Food is maltose, which seems to be 
paitscidadly well adapted in the feeding of poorly nourished infants. Marked benefit 
may be expected by beatae with the above formula and gradually increasing the 
Mellin’s Food until a gain in weight is observed. Pagers large amounts of 
Mellin’s Food may be given, as maltose is immediately available nutrition. The 
limit of assimilation for maltose is much higher than other sugars, and the reason 
for increasing this energy-giving carbohydrate is the minimum amount of fat in the 
diet made necessary from the well-known inability of marasmic infants to digest 
enough fat to satisfy their nutritive needs. 


Mellin’s Food Company, Boston, Mass. 
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“Tt Works Like * CLINICAL LABORATORY OF 


DR. ARTHUR C, KELLEY 


a Charm” 


So writes a physician regarding a new way 
he had discovered for introducing a filiform Pathological Bacteriological 
into the bladder in cases of tight stricture. Bio-Chemical 


His experience, together with a multitude of 
others equally interesting and stimulating, 
make up one of the features of 


“Electro-Therapy 
In The Abstract” 


A 145 page bound work, pocket size, for instant 
consultation, giving valuable ethical and prac- 
tical standards of work bringing therapeutic 
4 results and a wider range of practice alike and 
abreast. 


Compiled exclusively for the medical profession, 
and distributed without cost by the Thompson- 
Plaster Co. It is ESSENTIAL to ask for it on 
your letter head. 


THOMPSON-PLASTER CO. 


HIGH POWER 7 
Electric Centrifuges 
Send for zs Cat. Cn 


INTERNATIONAL EQUIPMENT CO. 
253 WESTERN AVE. BOSTON, MASS 


LEESBURG, VIRGINIA 
1000 PRESCRIPTION BLANKS $2.50 
(Linen finish bond, 100 in pad) 
ca 1000 Professional Cards $4.50 
1000 Noteheads 4.50 
eat 1000 Drug Envelopes 3.00 
° 1000 Statements 4.50 
R 1000 “Actual” Typewritten Letters... 5.50 
unning rue 7 Prices include parcel post charges 
A few samples free 
To Form A. H. KRAUS é 
407-409 Chestnut St. Milwaukee, Wis. 
“The Medical Protective Co., 
Fort Wayne, Indiana, 
Gentlemen: 
succeeded in having the Judge order a directe 
poets. rote case was fought very bitterly and DOCTOR: Wr.te or Wire 
e plantiff was represented by two very able 
ana Wwell known attorneys, Ambulatory Pneumatic Splint Mfg. Co. 
I wish to express to you my appreciation of 
your services. You have furnished everything ATLAS BLOCK, CHICAGO 
asked for in each of the trials. ° 
. I express also my admiration of the prepara: RESULTS E R A CT U R E S 
on for e trial and the trial itself. ne lega COUNT i: 
— opposing a high and the CouNT 
entire case was fought from every angle. 
That in the end we should receive a directed Hip, Thigh or Leg Set. Splints Rented 
verdict is not only a vindication of my treat- Ready to Apply. Your Treatment of 
ment, but a tribute to your management of the Patients, In or Out of Bed, Secures Good 


Bone Union, Comfort, Strength and 
Health in the Least Time with the Ambu- 
latory Pneumatic Splint. 


case. 
Again thanking you, I am 
Yours very truly,”’ 


For Medical Protective Service 
Have a Medical Protective Contract 


Sample contract and 
rates on request 


The Medical Protective Co. 


Fort Wayne, Indiana 


Specify it and our “Am- 
bumatic’” Washable Ab- 
dominal Supporters. 

Adjustable for uplift or 
Binder, to any part of 
abdomen. Once used al- 
ways prescribed. 

Send for Order Blanks, 
Sample Materials, Litera- 
ture. Prices. ete. 
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SOLUTIONS 


ii 


Intravenous Medication 


demands of the physician the selection of solutions 
of highest proven standard. 


Loeser’s Intravenous Solutions represent the highest 
attainable standard, assured by scrupulously exact 
laboratory methods and exacting chemical, toxicity, 
and clinical tests. 


They are sterile stable solutions of U. S. P. and 
standard remedies of established therapeutic value. 
They are marketed under the title of the contents 
plainly stated on the label. 


Intravenous Medication demands of the physician 
refusal to employ imitations, secret “cures”, “spe- 
cifics”, and “specialties” offered under fanciful names 
with ambiguous statements as to contents. 


**‘Journal of Intravenous Therapy,”’ 
clinical data, price list, on request. 


New York Intravenous Laboratory 
100 West 21st Street 
New York, N. Y. 


Producing Ethical Intravenous Solutions ' 
for the Medical Profession Exclusively. 
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BROS. 


MANUFACTURERS & DISTRIBUTORS 
ucts 


Lever 


Illustration of ‘“‘Automatic Closing” Tube No. 34 


FRIES BROS., Manufacturers 92 Reade Street, New York 


Automatic Cut Out 


GENERAL ANAESTHESIA 


With “Graduated Kelene” also as a preliminary to Ether 
When Applied With Our 
GLASS AUTOMATIC SPRAYING TUBES 
does the work quickly, pleasant!y and thoroughly 
NO STEAM VALVE IS REQUIRED 
Simply press the lever and the Automatic Sprayer does the rest 
GLASS TUBES ALONE INSURE ABSOLUTE PURITY 

Sole Distributors for the United States ard Canaca 


MERCK & COMPANY, New York Montreal St. Louis 


KEPT UNDER THE MOST 
IDEAL CONDITIONS 


hy | We run a complete refrigeration plant with 
wy | day and night service. 


Deer a We stock only the recognized standard lines 
MULFORD’S PARKE-DAVIS 


LEDERLE’S 
VAN ANTWERP’S DRUG CORPORATION 
Mobile, Alabama 
: ei Order of us---We Market Only Reliable Products 
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OBSERVE AND REFLECT SO 
AS TO KNOW THE TRUTH 


Most physicians know that their individual formulas 
of MEAD’S DEXTRI-MALTOSE, Cow’s Milk and Water 
give gratifying results in most cases of infant feeding. 


There are occasions when the doctor wishes to pre- 
scribe Barley Water as a temporary diet, or perhaps he 
wishes to prescribe Barley Jelly as one of the first foods 
given after the weaning period. Above all, the doctor 
wishes the mother to carry out his instructions. That 
is why MEAD’S INFANT DIET MATERIALS do not 
carry directions on the packages. 

Here are two Diet Materials that you can always 
rely on: 


MEAD’S DEXTRI-MALTOSE 


(Dextrins and Maltose) 


MEAD’S STERILIZED BARLEY FLOUR 


Please write for Booklet No. 90, which gives full de- 
scription of Mead’s Barley Flour. 


THE MEAD JOHNSON POLICY 


MEAD’S INFANT DIET MATERIALS are adver- 
tised only to physicians. No feeding directions ac- 
company trade packages. Information regarding 
their use reaches the mother only by written instruc- 
tion from her doctor on his own private prescription 
blank. 


Jnfant Feeding, Diet Materials SS 
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What the Label Means ) 


HE Diphtheria Antitoxin that bears the 

Parke, Davis & Company label is a highly 
concentrated product that contains a minimum 
of total solids. 


It is given a three-year dating, and to make 
unsparing compensation for a possible shrinkage 
of antitoxic power we add a 40% excess to the 
number of units indicated by the label. Thus a 
package represented as one of 10,000 units actually 
contains 14,000 units at the time of marketing. 


When you inject our Diphtheria Antitoxin you 
may do so with the assurance that you are employ- 
ing a product which is unsurpassed in refinement, 
potency, concentration, absorbability and purity. 


Parke, Davis & Company 
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